

description 




Pazillin’ is a uniform suspension of crystal- 
line procaine penicillin G, 300,000 units/cc., 
in oil with aluminum monostcaratc, and is 
stable for 1 year without refrigeration. 




indications 




Single-injection, 4-day, systemic penicillin 
therapy for all infections due to penicillin- 
sensitive organisms. 
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One intramuscular injection of Pazilli.\' 
quickly produces therapeutic blood levels of 
penicillin G, maintains them for at least 96 
hours (4 days). Injection is practically painless. 
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Surpl'-d in I-cc. rk’-'i'C syrinfrc<, and in 

10-cc. rr.u!:i,'’’c-dc«.c viaU, .'OO.CkM penicillin units pcrcc. 

Sharp & Dohme. Philadclphi.a I. Pa. 
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HYDRYLLIN 


"much better"' 

"most striking improvement" 
"more impressive"^ 

IN ASTHMA 


7. Levin, S. J., and Moss, S. S.: Hydryllin in Asihma ond Hoy Fever, J. Michigan 
M. Soc. 47i869 (Aug.) 1948. 

"Hydryllin . . . has been evaluated cltnicolly in forty-eight cases 
of Qsthmo (25 cases] and hay fever (23 cases). The results In both 
these conditions are much better .... The side reoctions have 
I been considerably less In number." 

2. Brown, £. B., and Brown, F. W.: The Use of a Now /nfi’h/stom/n/c Combinofion 
[Hydryllin] In the Treotmont of Allergic Disorders, New York Stole J. Med. 
48iU65 (July 1} 1948. 

"The most striking improvement . . . was in the adult asthmotics, 
who showed 82 per cent improvement." 




3. Report of the Committee on Therapy to the American Academy of Allergy, Sf. 
Louis, Dec. 15- 17, 1947. 

"In the asthmatic cases, both those with ostbma due to pollen ond 
those having asthma from other sources, the figures of the effec- 
tiveness of the drug (Hydryllin) ore more impressive than those of 
other antihistaminics.” 
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HYDRYLLIN' 

SEARLE 

research 
IN THE SERVICE 
OF MEDICINE 


G.D. SEAKtE & CO, CHICAGO 60. lUNOlS 


HYDRYUIN TABLETS 
confenn: 

Ptphenhydramlne (Seorl«). . . . • 25 mg. 
Afninophylltn (Sftorle) 100 rng. 

HTDRTIUN ELIXIR 

(4 cc “ tobt«t) 

HYDRYLLIN COMPOUND 
(Cough Preporalrofl] 
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New 3rd Kdition 


FUNDAMENTALS 
OF INTERNAL MEDICINE 

By Wallace M. Yator, M.D., F.A.C.P.. v/ifh the Collaboration of 

J. C. Adams, Garnet W. Atilt, Joseph M. Barker, Grafton 
T. Brown, Edward J. CtimminRs, Harold L. Hirsh, HurIi H. 

Hussey, Jr., Paul F. Jaquet, Jr., Francis R. Keatlnf;, Jr., Norman 
L. Barr, Isadorc Rodis, Sanford M. Rosenthal, Walter O. 

Tcichmann, Frederick C. Schreiber, W. H. Sebrell 
and Jonathan M. W’illiams 

In [ircijaring this (ompleteiv revised nnd reset etiilion the authors have retained its characterizing features 
of siinpliricntion and conciseness with the elimination of theoretical and rcdttndant material. Geticral 
practitioners nnd sttidents will profit frotn the inclusion of jiractical scctiotis of diseases of the skiti, ear 
and eve in addition to concise sections on dietetics, chemoihenipy, antibiotic therapy, symptomatic and 
supportive treatment and inhalation therapy. Numerous anil excellent illustrations supplement the text 
material. 

1425 Panes. 315 Illiisirations. f 12.00 


New Title I’nl>l. jtily i!nS 

DISEASES OF THE EAR, 
NOSE AND THROAT 

By W. Vs'allacc Morrison, M.D. 

.■\ basic text and reletencc sshich covets the es- 
sential anatomy, pathology, symptoms and signs, 
diagnosis and difTerential diagnosis, prognosis, 
medical and suigiial tteatmeni. 

790 Paget. 650 llltulratiotn. Sft.50 


New end Kdition I’ltbl. Oct, igj8 

ABDOMINAL OPERATIONS 

Ry Rodney Maingot, F.R.C.S. Eng. with 
Stuart W, Harrington, Le.ster R. Dragstedt, 
R. C. Rrock, A. J. Cokkini.s, H. R. Dew, 
C. E. Diikc.s, N. C. Tanner and 
O. V. Lloyd'Davies 

.As leviewcd in Postgraduate Medicine: "Att ex- 
tremely pnictical and very readable comprehen- 
sive sttidy of .•ibdominal sttrgical conditions.” I'oi 
general and abdominal surgeons and residents. 

1298 Pages. 1051 Illustrations. ^16.00 


Thomson and Negus' 

DISEASES OF THE NOSE 
AND THROAT 

By the Kate Sir St. Oair Thomson. M.D., F.R.C.S. EnR. 

And V. E. NcRiit, M. S., F.R.C.S. Eor.. CorrespondinR 
Fellow, American I.arynRoIoRicaI Aisociation 

A (.eiiphn .md op t'> d.ut- nsisioii of a fatuous text whiih covets :ill ;is[)(:(is of diagnoMs .md treatment 
Ivijli inribi.il .!Uii Miigii.il. of (be discase%. injuries and tualform.itions of the nose and throat. 

1020 Pages. 369 Figures, 13 Color Plates, 20 KaJlografshic 
Plates and 1} Other Plates. Puhl. I'eh. 1, 1949. $16.00 
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with Diliydrolachyslerol” 

Bent’,!, ‘in. /•:. T.. und Goldhrrpcr, L. A.: 
J. A. M. . I30:r>T0, Mar. 2, 1946. 



The aulliors <lcscril>c dramatic relief of symptoms and 
complete cessation of the process after administration of 
dihydrotacliysterol. (Dose employed: ]r> drops per day 
for 18 «lays— 45 cc.— followed by a 45 day rest period, 
then 1 cc. daily for 30 days.) 
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W K l’R(^Ml.SK you iliai never before 
you seen a l)ook like "/o./o Cur- 
)riit 'I'lirrofn'", bee;nise never before has there 
l)een a bo(»k like it. It is a tinv (iiintinl volume 
tliat i^ives von the best trealtnent av;tilal)le 
toilav foi every ilisease yon are likely to etv 
(onntet. It is (lilfeietn-distinetly difretcnl- 
betattve ttl featitres like these: 

1. The iteattnetits it describes are proven 
tteaiinetns atid the best tnetbods bein}^ used 
lotlijx. The anthority for this statcineni is the 
attibot it\ ol the Hoard of Consultants (sec op- 
ju'site^ . These Consttltatits selected Amcri- 
«an atithorities, each of whom is, in the Hoard’s 
opinion. Usintt die best Ireutmenl tivniinble to- 
tl<i\ in each piven disease. 

'2. The ntaterial is not extracts from the liter- 
attite atnl it is not experimental. Every single 
.nticle was written specifically for this volume 
--everv single method of treatment is being 
u\etl today by the authority cvho describes it. 

Ik All suggestions ate totally unbiased, origin- 
al. and up to elate. This is truly a book you 
need. V»ni can open it. turn quickly to the di- 
'.e.ise sou want to know about, and read a con- 
iine. lactual. specific description of the best 
meihoil known todas for Heating that disease. 

-J. The tnatetial is set in easy-to-read two col- 
umn stsle in extia large format (S" x ti") to 
make iefeienc<' a matter of mere seconds. 

3. 'The bcH’k is conveniently divided into i.j 
ntain 'cctions. The first page of each section 
li^ts alphalH.tic'alb all tbseases to be lound 
theiein and gives page icfetetices lot each. 

USE ORDER 


'I'his is a work without counterpart in the his- 
tory of medical publishing. Every doctor— be 
he practitioner or specialist— will want a copy 
on his desk. Order your copy now— today- 
using the convenient order form on next page. 

tty s.Hl! Aim ric.sii spi’ci.iluu .selected by a Consuliinff Doard of 
la foremost amliorltic*. Edited by Howard F. Conn, M.D., C72 
piiRcs. 8" X 11". Sew— Just Jttady 

The Board of Consultants 

Dr. Howard F. Conn, Editor 

Dr, M, Edward Davis 

IJuiurrsity of Chicago 

Dr. Vincent J. Derbes 

Tu!ntir Ihuirrsity 

Dr. GaiTicld G. Duncan 

Jrpfr.wn Mrdiral CotlrRC 

Dr. Hugh J. Jewett 

Thr Johus Iloftkius Uuwrrsity 

Dr. William J. Kcit 

Uvivrrsity of Crtlifornia 

Dr. Perrin H. Long 

Titr Johus ilofikius Vniversity 

Dr. H. Houston Merritt 

Co/iim/im Vuivrrsity 

Dr. Paul A. O’Leary 

f/nnrrji(y of ,\tiunesotn 

Dr. ^Val^cr L. Palmer 

f/rux'rr,tif)’ of Chtca/^o 

Dr. Hobart A. Rcimann 

frfJmou Mrdicnl Collrcr 

Dr. Cyrus C. Stingis 

f’niirrofy of i\fichif;ari 

Dr. Robert H. ^Vill^am.s 

f’tiiirrxifv of M’oiftiv.clou, SrattU 

FORM ON NEXT PAGE-^ 


TREATMENT of LONG-TERM ILLNESS 

A J^viposiu/n /!/ the Afarch Afedica! Clinics of North America 

With live percentage of older people in' the population growing greater all the time, the problem of 
long term illness is becoming more common and more difficult. To help you meet this problem, the 
editors of the "Medical Clinics of North .America” have devoted the entire March number to a great 
ao-clinic Syinpositim on the Trc.aimcnl of Long*7'cim Illness, 

In this really lielpful symposium America's foremost authorities in the field icH you clearly and con- 
cisely just how they arc handling iliesc eases. They give you brand new and immediately usable guid- 
ance on hypertension, anticoagulant therapy in chronic cardiovascular disease, physical medicine in 
peripheral vascular disease, heart failure, iltc anemias, clccirosliock tlierapy for depression, dietary 
needs in long-tenn illness, management of noniuberculous bronchopulmonary suppurations; and 
many other ccjually important disorders. The entire symposium is headed by Dr. EH H. Rubin of 
Afo«te/iorcHospit«bNcwYork— a pioneer center devoted exclusively to the treatment of chronic 
diseases. 

C/iniet 0/ fioHh /tmen'ea. Issued seriaU>. one nornWr of about 300 paf«. 6” x o*", Uhitiraietl, every other iiiontli. Sold only by 
a year »i( »ix con«euVi'e nutnben. Per vear; doth hindiiitt. JiN.oiv: paiK-r bindini;, $15.00. 


Snyder's 
Obstetric 
Analgesia and 
Anesthesia 

.Authoriiatively evalu- 
ates ever)' analgesic and 
anesthciic agcni in vise 
tocLty. 

By I>ami.in r. SNVorx, M.U.. 
Asvociate Profeisjor of ObtKi- 
ria. Harvard Medial SehooJ. 
aoi psger, (•" * n", ilUiviratcd. 
$6.50. 


Lyons & Woodhali's 

Atlas of Peripheral Nerve Injuries 

iVciu. This is one of the most graphically beautiful books 
ever published, but its great usefulness even outweighs its 
magnificent format. On extra large pages (lo'' x the 

authors shou' you surgical plioiographs and histologic pie* 
Hires of all types of peripheral nerv e injuries. The explana- 
tions of these pictures, always on facing pages, cover type of 
inflicting force, time since injury, preoperative course and 
other clinical factors. 31 of the G.jS illustrations arc in color.s. 

By U'HtHM R. Lv<i>$, Ph-ll.. Aivociatc Profwvor «f Aiuion.v. IJnivcrviiy ol Cali- 
fornia Mrdiral School; and Baenu WoodhaLl, .M.D., Piofcawr of Nriirr«urccry 
Diilc .Medial School. s3d pasw. lo" x iiH'*, with Ci8 Illuttotion* on ij* pln«' 
16 in color. $»6.oo. 


■O/idBJuJ'SAm, 


ii). (B‘ SaUndsM^ ^JmpaiU^, w. Wsshington Square, Philadelphia 5, P 


a. 1 


l*}c3«c *cnd jbe loJJouinj: booV» and cluntc to my account on >ouf Eavy Payment Plan tor Phytirtant; 

n loio subccriplion for the Medial Clinics ot North America (fi conveiuiivr* bimtmihly Q Cloih. $j 5 «« 

^ num^n. indndinR the .Match Ntiniber on Lon«-rcrm lllncic) Q fjper. 
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R. TOCKER IS A 


meo I- docker 


“Tinic is money," Tocker sjiyp 
and carries liis lK?lief even to llic dinine 
table. But like most of the 
mi-al-skimprjrs (or worse yet, tlie 
nieal-skipfX'rs) Toeker, wliose 
fa^t-I»;icef^ livinrr demands adequate 
nutrition at tlie very least, will soon 
lind that minutes solved at the table can 
bankrupt him nutritionally. 
Like the AhkI faddist, the e.vccssivc 
smoker and tofXT who develops 
sulK'linie;d vitamin deficiencies, 
these (.•;i»i>,s usualK . all for dietary 
reform. And for lb*' i filed assurance 
that every [i.ili' at will receive the 
nnlrilional bafitmi' prescrilwd — 
in -(■ile of tlie uidf v.arianccs in 
■vitamin i oritenl of finxls and the 
vacaries of tie human appetite— many 



physicians al'<> pres/'ribe an excellent 
vitamin su[if)!cment called Dayatnin. • Kach small, easy-to-take Dayamin 
(xipsule ‘ontains the daily optimum adult recjiiiretnenls of vitamins 
\ and 1), thiamine, rilxiflavin, a.H'orbic acid and nicotinamide, plus 

sui'jifi-meiitary amounts of pyridoxine and pantothenic acid. One 
caji'ulc daily as a sapjjfi'mi.jit : two or more for therafx.'utic use. .Available in 
li.)!lfi-s of ?,U, inn and 2.10. ]'or patients who don’t like cajisules, 
jiri-.si fils' delicious Day.imin I.iijuid with the cilriis-like (xlor anfl taste — 
in ^^fi.<-c., Jl-llmdounce 


and I'pint inttfi-. 
Vnr.orr I.xiton ^Tomn-. 
North Chi'-iC ). 111. 



PRESCRIBE 

ayamin’ 


Abbott’s fi'ultipto Vitamins 




N ow, for the first time, you may have— and all under one cover— a really 
complete and authoritative coverage of coronary diseases— a 700 
percent clinical coverage in which every possible accepted old to diognosls 
and treatment is included. There is o spectol 48*page chapter on today's 
therapy. EKG evidence is given comprehensively, with great emphasis on 
interpretation and use in differential diagnosis. 57 pages ore devoted 
to coronary occlusion and infarction alone. The chopter on precordial pain 
not caused by coronary disease, as well as those on drug action, on the non- 
arteriosclerotic diseases of the coronary arteries, and on coronary artery 
disease in industry, further assure you that this new book belongs In 
your medical library. By ERNST P. BOAS, M.D., Mt. Sinai Hospital, New 
York, and NORMAN F. BOAS, M.D. 399 pages, illustrated. $6.00, postpaid. 
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The Series 
of Practical 
Medicine 
Yeor Books 


Wright’s Vascular Diseases 

A new book featuring 25 chopfers on the diagnosis, treatment and general 
management of the various vascular diseases common to medical, surgical 
and many fields of special practice. Includes 135 illustrations, 6 in color. 
—By IRVING S. WRIGHT, M.D., Associate Professor of Clinical Medicine, 
Cornell University Medical College. 514 pages, illustrated. $7.50 postpaid. 


Generol Practice 
Monuels 


Handbooks of 
Roentgen 
Diagnosis 


Sulzberger & Wolfs Dermatologic Therapy 

Third Edition- These authors purposely confine their book to the common 
dermatoses in order to cover more explicitly the clinical details thot will 
most assist the general physician. More than 250 tested prescriptions are 
included. Group photos simplify differential diagnosis.— By MARION B. 
SULZBERGER, M.D., and JACK WOLF, M.D.’, New York Post-Graduate Medi- 
cal School and Hospital, Columbia University. 663 pages, 138 illustrations 
on 67 plates. $8.50, postpaid. 


Monographs 
and Texts 


Send for New 
1949 Catalog 


PUBLISHERS, INC., 304 S. Dearborn Street, Chicago 4, ininolf 


Please send me, postpaid, the books checked below tor 10 days* exominotion. 

□ Boos' Coronary Artery Dlieoses, $6.00 □ Wright's Voseulor Diseases Jn Cllnicot Prsi?<e i7^ 

□ Sulzberger and Wolf's Dermolologlc Theropy In Generol Practice. $8J0 Q ^ofog 
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This nru' booklet iriU ffrt,' on request. 



SIGNIFICANT 


REASONS WHY 


(1) PURrry— Crystalline Penicillin G Sodium Merck is un- 
surpa-ssed in purity. Removal of impurities and thera- 
peutically inert materials, and the absence of substances 
which may act as foreign bodies make this form of penicil- 
lin suitable for all routes of administration which may be 
indicated, including intrathecal injection. 

(2) RAPID ABSORPTION AND THERAPEUTIC EFFECT— Prompt 
absorption of the penicillin in aqueous solution permits 
rapid therapeutic action.This often is an importantconsid- 
eration, particularly in serious and fulminating infections. 


MANY PHYSICIANS 


(3) SIMPIICITY OF ADMINISTRATION— Aqueous solutions of 
Cr>\stalline Penicillin G Sodium Merck are easy to handle 
and inject. Pain and irritation on injection are reduced 
to a minimum. 


AND HOSPITALS 


(4) EASY ADAPTABIUTY TO THERAPY- Crystalline Penicillin 
G Sodium Merck never is contraindicated in cases in 
whicli penicillin itself is tolerated and indicated. 


PREFER . 


• We submit these four reasons for specif jdng Crystalline 
Penicillin G Sodium Merck when penicillin is indicated. 


CRYSTALLINE 
PENICILLIN G SODIUM 
MERCK 

COUNCIL accepted 



MERCK & CO., Ipc. RAHWAY, N. J. 
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Recently Published Lea ^ Febiger Books 


Krimsky— The Management of 
Binocular Imbalance 

By Emanufi. Krimsky, M.D. 

Adjunct Professor of Ophthalmology’, New York 
Polyclinic Medical School, Assistant Attending 
Ophthalmologist, New York Polyclinic Hospital. 

Nev) Book 

^04 Pages. 200 Illustrations. $12.50 

Partipilo— Surgical Technique and 
Principles of Operative Surgery 
By A. V. PARTirlLO, M.D., F.A.C.S. 

Associate Clinical Professor of Surgery, The Stritch 
School of Medicine of Loyola University; Senior ' 
attending Surgeon. Columbus and St. Mary’s 
Hospitals, Chicago. 

Neiu (4th) Edition 

fiyO Pages (7" x 10"). 997 Illustrations on 541 
Figures. $15.00 

ICraines— Therapy of the 
Neuroses and Psychoses 
By Samukl Hcnry Kraines, M.D. 

Assistant Clinical Professor of Psycliiatry, Univer- 
sity of Illinois, College of Medicine, Chicago. 

New (yd) Ediliou 
642 Pages. $6.50 


Joslin— 

Diabetic Manual 

By Eu-iott P. Josi.in, M.D. 

Clinical Professor of Medicine, Emeritus, 
Harvard Medical School 

New (8th) Edition 

2C0 Pages, llUistraictl, 1 Plate in Color. $2.50 


Quiring- 

Collateral Circulation 
(Anatomical Aspects) 

By Danifl P. QuiRtNT., Ph.D. 

Head of the Anatomy Division, Cleveland Clinic 
Foundation; Associate Professor of Biology', 
\\'c5tern Resene University. 

New Book 

I.J2 Pages. Oi Illustrations, .jfi in Color. $5.00 

Spaeth— Principles and Practice of 
Ophthalmic Surgery 

By lin.MUND B. SpAmc M.D., F.A.C^. 

Professor of Oj>hthalmology, Graduate Scimol of 
Medicine, University of Pennsylvania, Philadelphia. 

New (‘ith) Edition 

10 J4 Pages. 1251 Illustrations on 649 Figures and 8 ’ 
Plates in Color. $15.00 

Soffer— 

Diseases of the Adrenals 

By Louis J. Socffr, M.D. 

.\ssocjatc Attending Physician. The Mount Sinai 
Hospital; Assistant Clinical Professor of Medicine, 
Columbia University, New York. 

New (2iul) Edition 

,Vo Pages. 45 Illustrations and 3 Plates in 
Color. $6.50 

Cowan- 

Refraction of the Eye 

By Alfrfj) Cowa.v, M.D. 

Professor of Opktljalmology', Graduate School of 
Medicine. University of Pennsylvania, 

New (yd) Edition 

287 Pages, 187 Illustrations and 3 Plates in Color. $5.50 
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MAINTAINING LOWERED 
BLOOD PRESSURE OVER 
A PROLONGED PERIOD 
OF TIME 



After the blood pressure has 
been maintained at a lower level 
for from one to three months 
— where Thiocyanate therapy 
is employed — a great improve- 
k ment in the patient’s symptoms 

& is generally noted. The first pe- 

S riod of weakness passes away, 

■ a feeling of well-being with a 

■ return of energy follows, and 

jfn there may be concomitant 

I J improvement of heart and 

/ kidney functions. 
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creased capillary fragility 
accompanying hypertension. 
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A new approach to graduate medical literature— pithy, concise, 
didactic— designed for ready reference to immediate implementation 
in daily practice. Under editorial direction of Dr. JohnB.Youmans, 
men such as Morgan (Internal Medicine), Whitacre (Obstet- 
rics AND Gynecology), Poncher (Pediatrics), Cole (Surgery)— 
a total of 23 clinicians and teachers of authority— distill the year's 
advances in trends— procedures— technics— therapy and present 
their findings in original contributions, written in narrative style. 



This annual might well be regarded as a substitute for a post- 
graduate course. It saves hours of reading time and reference. It 
brings to the general practitioner what is new and practical — how’ 
it can be applied in everyday medicine. Here is the economical 
way to analyze latest medical acliicvements — what to accept and 
what to reject for modem medical practice is condensed and pre- 
sented in one volume. $5.00 

Timely— Checked and edited up to press time— One printing 
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Tiial-^MYD,* a new “nonahsorbaljlc** sulfonaniicle» for tlic trcalnicni of 
cnlcric infecUons due to susceptible organisms and for preoperative propliylaxis 
in abdominal surgerj’, possesses ibc uni(]uc property of being absorbed by the 
intestinal mucosa in liigli concentration where it remains temporarily 
ivithout being absorbed by the blood stream in detectable amounts following 
oral dosage. Thalamyd is bactericidal for common dysenteric organisms 
and for all coliform bacilli normally present in the intestine. Thalamyd, 
tbctefoTC, destroys susceptible pathogenic organisms within the wall of the gut 
as well as within its lumen. Because of its ability to temporarily eliminate 
completely E. coli from the intestinal flora,* it offers the 
" ' latest approach to safer abdominal surgery. 

As Tiiauamyd is \irtually unahsorbed by the systemic 
' ] \ circulation it is completely nontoxic to 

bcmatopoielic tissues and to the urinary tract. 
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Indications: Bacillary dysentery (shigellosis) 
\ and for preoperative prophylaxis in 

j abdominal surgery. THALAJvnT) has 

I proved effective in ulcerative colitis.* 
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/ body weight is neeesjary' in 24 hours. Children** 
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be used without danger of toxicity, due to the 
nonabsorbable character of TiiAtsMYO. 
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In Psychosomatic Medicine 

Patients with psychosomatic disorders suffer somatic 
distress just as much as those with organic disease. 

The need for an effective combination of drugs having 
action on both divisions of the autonomic nervous sys- 
tem as v/ell as the central nervous system is realized 
in Bellergal. 

For best results In the treatment of anxiety, and of 
gastric, cardiovascular and gynecological neuroses, 
use Bellergal as an aid to psychotherapy. 

ONLY BELLERGAL PROVIDES: 

Sympathetic inhibition with ergotamine tartrate. 
Parasympathetic inhibition with Bcllafoline. 

Central sedation with phenobarbital. 


Bellergal* A 


Originality • Elegance • Perfection 

SANDOZ PHARMACEUTICALS 
Division of SANDOZ CHEMICAL V/ORKS, INC. 
6 8-7 2 CHARLTON STREET, NEW YORK 14, N.Y. 



Medical News Round-Up 


ORGANIZATIONS AND INSTITUTIONS 

Yale University and ihc New Departure Division of 
General Motors Corporation announce the joint sponsor- 
ship of a onc-ycar clinical fellowship for a graduate course 
in occupational medicine, with the cooperation of the 
Bureau of Industrial Hygiene of the Connecticut State 
Department of Health. . . . Twelve national and Connecti- 
cut state health and education societies join forces with 
Yale University to offer a graduate seminar in school health 
education during the coming summer. The course, given 
for the first time last summer, is designed to meet the 
needs of elementary and secondary school teachers respon- 
sible for instructing or organizing health education pro- 
grams. . . . 

Establishment of the Patrick and Bertha Mooney Me- 
morial Fund for the assistance of wordty students attend- 
ing the University of Illinois College of Medicine is an- 
nounced by Dean John B. Youmans. The fund was pro- 
vided by l 3 r. F. P. Mooney of Philo, Illinois, a graduate of 
the University, as a memorial to his parents. . . . Dr. B. C. 
Hamblen, Duke Hospital endocrinologist, delivers the an- 
nual Bacon Lecture in Obstetrics and Gynecology at the 
University of Illinois School of Medicine, concluding a 
three-week lecture tour at western and southwestern col- 
leges and conferences. . . . 

The American Psychiatric Association plans a Mental 
Hospital Institute in Philadelphia April 1 1-15 under the pro- 
gram direction of Dr. Daniel Blain, the associations medi- 
cal director. The institute, conceived as a workshop discus- 
sion, will start a drive to improve mental hospital services 
in the United States and Canada and will be open to pro- 
fessional and lay leaders in mental health work. The Asso- 
ciation, in its newly compiled “Roster of Job Vacancies,” 
rcfwrts nearly 1,000 jobs arc unfilled because of lack of 
psychiatrists to fill them. Described as a substantial survey 
of jobs that need to be filled now, the report docs not in- 
clude all existing vacancies nor docs it reflect the nation's 
overall need for psychiatrists, estimated at 15,000 by the 
U.S. Public Health Service. . . . 

Tiic Robert Gould Research Foundation of Cincinnati 
awards a $5,000 grant to Dr. Elmer V. McCollum, Johns 
Hopkins professor emeritus of biochemistry, for research 
on amino acids. Among Dr. McCollum’s earlier achieve- 
ments have heen the discovery of vitamins A and D and he 
is one of the coHliscovcrcrs of vitamin li-i. . . . 

All asi>ccts of the care of children with cleft palates or 
lips will he included in a new instruction and clinical train- 
ing program csuihlished by the University of Illinoi*. The 
program will be available to specialists in a variety of pro- 
fessions, and a clinic for research, diagnosis and follow-up 
of children with cleft lips and palates is being set up. Pri- 
mary financial supixirt comes from the Chi’Idrcn’s Bureau, 
Federal Security Agency. . . . 

A Cleft Palate Institute is established at Nonhwestem 
University for (he study and trc.iimcnt of cleft p.alatc de- 
formities, through cooperation of the schools of medicine, 
dentistry, and speech. A grant of $25,000 from the Clara 
Abbott Fund of ihc University- will partially supjxjrt ihc 
unit, of which Dr. John R. Tliompson is director. . . . 


5 Inslttutcs scheduled by the American Hospital Associa- 
tion for the next three months include one on Management 
and Operating Procedures for the Dietary Department, 
March 14-18, at Bi'foxi, Mississippi; Institute for .\fedicaf 
Record Librarians, April 4-8, Buck Hill Falls, Pennsylvania; 
Institute for Hospital Engineers, April ii-t5, Buck Hill 
Falls; Institute on Hospital Purchasing, April 18-22, Wash- 
ington, D.C.; Institute on Hospital Laundry ^^anagemcnt, 
May 1^20, Cfiicago. The first in a planned scries of annual 
courses in hospital housekeeping, to be sponsored by the As- 
sociation, is set for April 4-May 27 at Michigan State College. 
Tlic Association announces publication of the first two sec- 
tions of a manual on Hospital Personnel Administration, 
being prepared to help guide administration staffs in de- 
veloping satisfactory personnel programs. . . . 

A record number of very young children in the United 
Slates, 4,000,000 under age five, is cited as a clialicnge to 
the nation’s family and community services by Katherine F. 
Lenroot, Children’s Bureau chief, addressing tlic National 
Commission on Children and Youth at Washington, D.C. 
Close study of taxation policies and public expenditures is 
urged by Miss Lenroot for their effects on child welfare. . . . 

The Yale University School of Nursing celebrates its 
twenty-fifth anniversary with ceremonies m the Historical 
Library of Yale Medical School. The scliool, a part of Yale’s 
Division of Medical Affairs and the only school of its kind 
requiring a college degree for admission, was authorized as 
the result of a gift from the Rockefeller Foundation. . . . 

On the basis of a survey of its fertility services, the Medi- 
cal Department of the Planned Parenthood Federation 
figures there arc probably Coo, 000 couples in the United 
Slates whose infeniHiy could be corrected. One out of every 
five involuntarily childless couples who come to fcrtilicy 
scrviccs achieve a pregnancy, the survey disclosed. . . . 

With limited facilities and staff, the new University of 
Buffalo Rehabilitation and Information Center, eslablisli- 
cd in conjunction with the medical school, is developing its 
scientific study to aid alcoholics. Patients arc obtained by 
reference from courts, elerg)', physicians, social agencies 
and other organizations and individuals. . . . 

The American Red Cross authorizes the training of select- 
ed non-nurscs as instructors for its basic home nursing 
course in communities where there arc not enough nurse 
instructors. The broadened polic>’ was adopted after a scries 
of three successful experimental studies. . . . 

The Veterans Administration authorizes the cstabllsli- 
nicnt of a radioisotope unit at the VA Hospital, Nashville, 
Tennessee, svlicrc research work will be directed toward 
development of improved methods for clinical di.ignosis 
and medial ircaiment of veteran-patients. Radioisotopes to 
lie used initially arc radiophosphorus, radiosodium, radio 
iron and radioiosltnc. . . . 


The 65 th General Hospiul is raclivated at the Duke 
i Umvenity ^hwl of Medicine as an army reserve unit 
j With Dean W. C. Davison, colonel in the Army Medical 

, Reserse Corps, as commanding oflicer 

1 US. Navy Hospital Corps scliools at Grat Lakes Illi- 
j nois, and S.m Diego, California, arc now functioning jls co- 
I ediicaiion.nl institutions, with selected meml>crs of the 
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I Syrup Serlulon. a new, non-narcotic cough 
( |ircj)aration. usually controls ' night cougir 
{ which rohs the patient of needed sleep. 

I .Synip Sedition, given in therapeutic doses, 

I .‘•eeins to act specifically on tlie cougli refie.x 
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1 respiration. Because of its mild sedative 
' cfTect. the patient sleeps well, and next day 
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wAVts assigned to the training courses. The women will 
compete with the men in all phases of promotion. . . . 

The Association of Military Surgeons announces its 
next annual convention will be held November 10-12 in 
Washington, D.C., at the Statler Hotel. Rear Admiral 
Joel T. Boone, M.C., U.S.N., is new president of the or- 
ganization. . . . 

Tlie Los Angeles County Medical Association Research 
Foundation is organized to foster studies on the cause, 
cure, and prevention of disease, to gather and administer 
funds for these purposes, and to disseminate information 
to the public on progress against disease. A non-profit, 
clioritablc organization, it includes most researchers in 
medical fields in the county area. . . . 

The new University of Texas Postgraduate School of 
Medicine gets its first dean, Dr. R. Lee Clark, Jr., who has 
been director of the M. D. Anderson Hospital for Cancer 
Research, Houston. First courses to be offered will be short 
refresher courses for graduates. . . . 

Dr. Ralph M. Chambers, former superintendent, Taun* 
ton State Hospital, Massachusetts, is named to the newly 
created post of Ditector of Inspection and Rating of Men- 
tal Hospitals in the United States, a function financed by a 
grant from the Psychiatric Foundation. . . . 

Yale University School of Medicine unveils a portrait 
bust of the late Dr. Harvey Cushing, the work of Malvina 
Hoffman. The bronze sculpture, placed in die school’s His- 
torical Library, was provided by the Associates of the Yale 
Medical Ltbrnry, made up of Vale medical alumni and 
Connecticut physicians. . . . 

The Committee on Medical Education Centers of New 
York State University's board of trustees receives offers from 
several medical colleges to join forces with the new univer- 
sity. Institutions making the offer include the Long Island 
College of Medicine, Brooklyn, the Syracuse University 
College of Medicine, and New York University College of 
Dentistry, the latter reserving the right of control of its 
school. Plans of tlic state university call for one medical 
center in New York City and another in up-state New 
York. ... 

A grant of $31,000 is made by the Commonwealth Fund 
of New York to the University of Pennsylvania for cancer 
research in the University's School of Medicine and Hos- 
pital. The appropriation is earmarked by the fund for use 
exclusively in the University’s Gynecean Institute of Gyne- 
cological Research. . . . 

Smith, Kline and French Laboratories of Philadelphia 
announce they awarded a total of 73 grants amounting to. 
$314,761 during 1948 in support of medical research. Re- 
ceiving the grants were medical schools, institutes, clinics, 
and individual investigators. 

First joint meeting of the Honorary and Reserve Con- 
sultants to the Nas’v's Bureau of Medicine and Surgery is 
held at the National Naval Medical Center, Bethesda, Mary- 
land, with 43 consultants and the presidents and presidents- 
clcct of the Amcric.tn Medical and American Dental Asso- 
ciations present. . . . 

The National Foundation for Infantile Paral)*si5, New 
York City, announces postgraduate fellowships available in 
public health, physical medicine, and for research in virolo- 
gy, orihopcilic surgery, pediatrics, epidemiology, and neu- 
rology. Selection of candidates will be on a competitive basis 
and aw.ards will be based on individual needs of aj^U- 
canis. . . . 

( CoR/lffMcd OR 


Two gifts totaling $65,000 are received by Northwestern 
University Medical School from the Lois Grunow Me- 
morial Qintc, Inc., which was established in 1930 by Wil- 
Ibm C. Grunow in memory of his young daughter to help 
improve surgical technics and make good surgical care 
available to children. The gift will be allocated in the 
amount of $50,000 in support of the department of surgery 
and $15,000 for a surgery professorship. . . . 

A fund to promote research in diabetes and the care of 
diabetic patients is created by several Cleveland citizens, 
with the expectation that private gifts will increase the fund 
in the future. ... A $5,000 grant for research on arterio- 
sclerosis as a complication of diabetes is given to Dr. Arnold 
Lazarow and Dr. John W. Patterson of Western Reserve 
University by the American Foundation for High Blood 
Pressure. . . . 

Western Reserve University’s department of psychiatry is 
awarded grants of $20,000 from the American Red Cross 
and $37,500 from the U.S. Public Health Service. The Pulv 
lic Health Service contribution will cover a three-year period 
for undergraduate medical teaching. . . . 

APPOINTMENTS, HONORS AND AWARDS 

Dr. John S. Laughlin is appointed assistant professor of 
radiology and radiation physicist at the University of Illi- 
now College of Medicine. Dr. Laughlin is working on the 
betatron project on the Chicago campus of the Univer- 
sity. . . . 

Dr. Howard McC. Snyder, wartime inspector of all 
medical operations for the War Department, is named spe- 
cial consultant to the New York State Hospital Study now 
being carried on at Columbia University. Dr. Snyder, re- 
tired last year as a major general after forty-one years of 
service, will devote full time to the study, undertaken for 
the New York State Joint Hospital Survey and Planning 
Commission. . . . 

Dr. Clayton G. Loosli, associate professor of medicine at 
ihe Univernty of Chicago, is named to Cikt charge of the 
Division of Preventive Medicine and Public Health in the 
School of Medicine. An authority on respiratory diseases. 
Dr. Loosli also will direct the Influenaa Detection Service 
established at the University recently bv the U.S. Public 
Health Service. 

Albany Medical College, Albany, New York, announces 
the appointment of Dr. Thomas Hale as an associate dean 
and Dr. John K. Meneely, Jr., as assistant dean. Dr. Hale 
IS dirretor of the Albany Hospital, and Dr. Meneely is medi- 
cal director of the hospital. . . . 

Dr. George E. Farrar, Jr., associate professor of medi- 
etne at Temple University, is named medical director for 
Wyeth Incorporated, to advise Wyeth management on 
medical affairs and collaborate with Dr. Joseph Seiftcr, 
director of the Wyeth Insiituic of Applied Biochemistry, on 
medical phases of rcscarcli. He will continue his post at 
Temple University. ... 

Commander Horace D. Warden, M.C., of the 

Bureau of Mcdidne and Surgery, is assigned as medical 
officer to the Presidential Yaclu Williamsburg, rcHcvinc 
Commander Ashton Emerson, M.C., U.S.N. ... ^ 

Dr. Kenneth S. Cole, professor of biophysics at ihc Uni- 
versity of Chicago, is appointed Scientific Director of Medi- 
cal Research at tlic Naval Medical Research Institute, 
National Nav.al Medical Center, Bcthesd.i, Mar)-Iand. . . . ’ 
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When N'ativcllc isolated Digitnline, (he clii<‘l 
ticlh’c j>iiiicil>lc of digitalis piirpinea, far 
greater precision in die ireainieni of cardiac 
decompensation became possible. Wiilt Digiialine. 
full digitaliration cm be achieved 
in as little as six hours— iusicrul of iu days. 
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i^IETHOD DEVELOPED FOR TESTING COLD VIRUS 


KtUal washings are 
collected by medical 
technician Donald Dun- 
can and Ur. Leon T. At- 
las of the National Insti- 
tute’s Common Cold Re- 
search Pro;?ram. Sterile 
skim milk is circulated 
througli the nostrils and 
nasopharynx of the vol- 
unteer who, .1 few days 
before, was inoculated 
with common cold virus. 



Research in progress at the Laboratory of Infectious Dis- 
eases, National Institutes of Health, has produced a labora- 
tory mctiiod to speed up testing of the common cold virus 
strain, MR-i, Dr. Leon T, Atlas and Dr, George A. Hottle 
report. MR-i sirus is the name given to the agent isolated 
and described by Dr. Atlas and Dr. Norman H. Topping. 
MR stands for "minor respiratory." 

In their experiments the researchers have developed a 
method for chemical titration of MR-i in allantoic fluids 
from embryon.itcd eggs. Use of the Beckman spectrophoto- 
meter has been found to give an accurate test of titration 
w'hen a tryptophane-perchloric acid procedure is followed. 

The procedure involves precipitation of substances wliich 
produce a color reaction in virus-containing fluids. Amounts 
of infectious virus, in dilutions up to 10-8.5, 
termined by titration in embryonated eggs. 

The meltiod devised consists of athling cold methyl alco- 
hol to virus-infected fluid and subjecting the fluid to cen- 
trifugation at 2,500 revolutions per minute for twenty min- 
utes at i®C. The fluid is poured olT, leaving a pellet of 
sediment presumed to contain the virus. The pellet is re- 
suspended, washed in distilled water and cilcium acetate 
solution, and again centrifugated. The resulting second Jul- 
iet is dissohed in tryptophane and p<^rchloric add by agiia- 
tion and heating. Tubes containing the dissolved pellets arc 
cooled, after wliich the color difTcrcnccs cm be measured. 

Tables included in tlic report show that positive and 
negative kiboraiory results tally with tests of the identical 
fluid!, tin human volunteers. Before dcsclopment of the 
color test, researchers could test only 52 samples of the cold 
virus in two years, with the aid of human volunteers. Will* 

(Continued on 


the laboratory method, 56 samples per day arc routinely 
tested. 

Now under investigation is the question of wlicthcr the 
substance rcsjionsiblc for the trypiophane-perchloric acid 
value is a virus constituent or a by-product of infection in 
the fluid. A study of the manifold properties of MR-i virus 
is facilitated by the foregoing procedure. Possibility’ of isola- 
tion and study of other agents is suggested. 


PROGRESS IN MEDICAL SCIENCE 

Biologic phases of the pollution research program at the 
Environmental Health Center, Cincinnati, of the U.S. 
Public Health Service are being expanded since enactment 
of the new Water Pollution Control Act Both laboratory 
and field investigations arc planned 

Diagnosis of kidney cancer in the early stage by use of 
the smear test is announced by Dr. George N. Papantcolau 
and Dr, N. Chandler Foot. Interpretation of the smear re- 
quires the services of a careful, discriminating and c.xperi- 
cnced cell specialist. Dr. Papanicolau emphasi7cs. 

Attempts of anti-viviscctionists to "sabotage" medical 
research lalxiratory work is deplored by Dr. Walter K. 
Kraaw of the University of Akron, who declares funds 
and activititt of these groups have increased since the war. 
Tlircat of interference by anti-viviscctionists necessitated 
scCTccy in LnlHiratories during the war to complete expert- 
mcnts in life-saving technics, but humane treatment of ani- 
nuls is adhered to. and all bona fide medical research lal^ 
oratories arc o{>cn to inspection. Dr. Kmat/. points out 
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. . . The prophylactic use of penicillin 
tends to reduce postoperative 
inflammation of the oral mucous 
membrane and the incidence of infection 
. . . There is less postoperative pain 
and healing is more rapid." Faicr, A.D.: 
The Prophylactic Use of Penicillin in Dental 
Surgery. Dental Digest, 153:336, July, 1947. 


For either prophylactic or therapeutic purposes, Bristol Crystallim- 
Penicillin G Troches with Benzocainc provide an cfTicicnt means for 
controlling intraoral infections due to penicillin-sensitive organisms. 
Inserted into the buccal sulcus, the troche dissolves slowly, directly bathing 
all accessible mucous membranes with an effective and prolonged con- 
centration of penicillin. In the presence of painful, inflammatory or trau- 
matic mouth lesions, the local ancslheticenectof benzocainc will be found 
especially desirable. 

Each pleasantly flavored troche contains 5000 units of Crystalline 
Potassium Penicillin G, and Benzocainc. 5 milligrams. They arc available 
from your usual source of supply in bottles of 20. 
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MEDICAL NEWS ROUNTVUP 


COMING POSTGRADUATE COURSES 

East 

New York Univcrsuy*Bc!lcvue Medical Center Post- 
Graduate Medical School, New York City 
Regional anesthesia B'943, full time. May 2-13 
Cardiology B-349, full time, May 3-27 
Acute ami chronic pulmonary diseases B-333, full lime. May 
2-6 

Symposium on dermatology and syphilology 6-1230, full 
time. May 23-27 

Seminar in dermatological bistopathology B-1210, full time. 
May g-x3 

Gynecological endocrinology A-aaa, pari time, May 3-Iunc 

25 

Cystoscopy and endoscopy A-21 1, part time, May i6-junc 20 
Neurological and psychiatric diagnosis and treatment in gen- 
eral practice 6-713, full time. May 9-21 
Gynecology for general practitioners A-206, part time. May 
2*Jucc 13 

Orthopedics in general practice B-gao, full time, May 16-21 
Practical clinical pediatrics B-413, full time, May 31-Iune 25 
Review of clinical pediatrics 8-415, full time, June 13-18 

New York Medical College, New York City 

Endocrinology, full time, 3 weeks starting in May 

St. Francis Sanitorium for Cardiac Children, Rosfyn, New 
York 

Comprehensive postgraduate course in rheumatic fever and 
rheumatic heart disease, full time, june 1-14 

Harvard Medical School, Boston 

Internal medicine 3, full time, June 2o-JuIy 29 
Internal medicine 2, full time, 3 months beginning June i 
Dermatology, half time, i month. May 

American College Physicians, Phtladclphia 
Cardiology, full lime, tentative date, May 2-7 
Endocrinology, full time, June 13-18 
Physiological basis for internal medicine, full time, May 9-14 

University of Pennsylvania Graduate School of Medicine, 
Philadelphia 

Bronchoesophagology, gastroscopy and laryngeal surgery, 2 
weeks, junc 

Tufts College Medical School, Postgraduate Division, 
Boston 

Hematology II, full time, May 16-28 

Rutgers University, Extertsion Division, Newark, New 
Jersey 

Short postgraduate courses in medicine, 6 weeks beginning 
May 

Foundation for Vision, Inc., The Ophthalmological Study 
Council, Boston 
Lancaster courses. June 25-Sept. 10 

South 

University of Louisville School of Medicine and Kentucky 
State Medical Association, Louisville, Kentucky 
Intensive refresher course in pediatrics, 3 days, June 
Intensive refresher course in medicine and surgery, 5 days. 
June . I 

Intensive refresher course in obstetrics and gynecology, 3 1 
days, June j 

University of Oklahoma School of Medicine and Okla- 
homa State Health Department, Oklahoma City, Okla- 
homa 

Postgraduate course in psychiatry, May 9-! « 


Tulane University School of Medicine, New Orleans, 
Louisiana 

Review of obstetrics, June 6-iS 

University of Georgia School of Medicine, Augusia, 
Georgia 

Endocrinology, May or June (tcntatisc) 

Midwest 

Cook County Graduate School of Medicine, Chicago 
G)ursc in gastroenterology, 2 weeks beginning June 27 
Personal course in hematology, 1 week beginning June 27 
Part time course in ophthalmoscopy of common conditions. 3 
svccks starting May 10 

Michael Reese Hospital Postgraduate School, Chicago 
Recent advances in internal medicine, full time. May 23- 
June 3 

Rorschach course, part time, June 6-10 
Recent advances in pediatrics, full time. May 16-28 
Children's Memorial Hospital, Chicago 

Postgraduate conference in neuromuscular anomalies of the 
eyes. May 1-6 

University’ of Cincinnati College of Medicine and Society 
of General Physicians, Cincinnati, Ohio 
Laboratory diagnosis and practice, part time, r month in May 
and June (tentative) 

Office gynecology and urology, part time. May 

University of Minnesota Center for Continuation Study, 
Minneapolis, Minnesota 
Dermatology, May 16-17 
Cancer control, June 2-4 
Proctology, April 11 *16 
Pediatric-s, April 7-9 

University of Michigan Medical School Department of 
Postgraduate Medicine, Ann Arbor, Michigan 
Summer session courses in anatomy, bacierinlogy and bio- 
logical chemistry, 6 and 8 weeks, June 20-August 13 

University of Nebraska College of Medicine, Omaha, 
Nebraska 

Refresher course for practicing physiebns, 4 days, May 
State University of Iowa, Iowa City, Iowa 
Conference on squint. May 23-28 
Hansel Foundation, St. Louts, Missouri 

Practical allergy in otolaryngology. May 30-Junc 4 

University of Wisconsin Medical School, Madison, Wis- 
consin 

Diagnosis and therapy of infantile paralysis, full time, June 
20-25 

Western Reserve University School of Medicine, Oeve- 
(and, Ohio 

Postgraduate lecture series in cardi.nascubr diMr.i^cv. each 
Thursday, March lo-MayaG 

West 

University of California Medical School, San Francisco 
EndoCTinology including diabetes, full time, June 20-24 
Symposium on tumors, June 27-29 

University of Oregon Medical School, Portland, Oregon 
Electrocardiography, lune 13-17 
Orthopedic surgery. May 23-27 

Oregon State Board of Health and Oregon State Medical 
^ Soaety, Portland, Oregon 

) Refresher lectures in pediairia and o^ictrics, Mav 16-2- 
{ ftemative) 
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Tribal Medicine 


I T IS a natural human tendency to be amused by the 
antics of the primitive witch doctor and to ridicule 
his attempts at healing. This attitude is based on a 
comparison of our up-to-date medical knowledge and 
achievements with the incantations, drum beating, and 
foul concoctions of the “Indian medicine man.” We 
seem to have so little, in common with him. 

In a thoughtful and enlight- 
ening essay in the Scientific 
American for September 1948, 

Elizabeth A. Ferguson who is 
professor of sociology at Skid- 
more College and a student of 
primitive medical lore, calls to 
mind our indebtedness to “les- 
ser breeds without the law” for 
many of our drugs and for 
methods of using them. The 
cabalistic, seemingly outra- 
geous “rites,” nevertheless quite 
often produce results, especial- 
ly where nothing more serious 
than the Ncngeance of evil spir- 
its accounts for human misery. 

Exorcism is brought about by explaining to the patient 
a “reason” for his disability, and then establishing faith 
in the wierd procedures used to cast out the enemy. 

The Eskimos believe that disease is due to some in- 
fluence on the patient’s soul by adverse spirits, and 
Africans con)ure up displeasure of ancestral spirits of- 
fended in some manner by the distressed patient. Thus 
headache is due to a pounding on the brain by invisible 
gremlins — a thought which must have come to many 
of us when afflicted by cephalalgia. 

Much of the alleged success of primitive doctors may 
be due to what, we now call psychosomatic medicine. 
The unlettered arc just as prone to nervous and mental 
ills as any twentieth century dow.ager. It is not to be 
taken for granted that “they have or had much less 
to worry about.” jMlousy, envy, rage, covetousness, 
hatred are natural human passions and arc not limited 
to any one mcc or clime. They arc the concomit.ims of 
human existence anywhere at any lime. Therefore, the 
shrewd physician must change the mcni.1l trend and 
substitute for it some desir.iblc s.itisfying emotion. Such 
substitution must be based, however, on what seems to 
the patient to be “reason.” Tlicy always want to lx: 


“reasonable,” and look for this quality in others; but 
sometimes they look in vain. In fact, such egocentric 
individuals have no notion of what reason is. They 
are seldom open to the conviction that they arc in their 
present state through bad thinking. How to untangle 
such irrationalism is the chief task of the psychiatrist. 

An American Indian suffering from rheumatism 
may be given a concoction 
made from the bark or roots 
of the willow tree on the as- 
sumption that a stiff joint may 
be “limbered up” through the 
flexibility of the willow which 
he sees and fully comprehends. 
But it so happens, we arc told, 
that the willow contains some 
analgesic substances quite un- 
known to the recipient. Mas- 
sage is thought to press out evil 
spirits, but it probably stirs up 
faulty circulation and brings 
fresh nutrition to an ailing 
member. Splinting of fractures 
is a procedure which would be 
obvious to any human brain no matter how primitive. 
The lower animals, however, for example a rabbit with 
a broken leg caught in a trap, will amputate it with 
his teeth! 

We arc indebted to the aborigines for many drugs, 
especially to those in South America whence came 
quinine, camphor, ipecac, cocaine, and cascara sagrada. 
Laxatives arc needed by savages as well as by the more 
civilized. The Indians among our southern neighbors 
use curare to poison their arrows and so make it impos- 
sible for their prey to run away. Today we are experi- 
menting with this agent in reducing various spastic 
conditions. It is said that the Navahos utilize some 
1,200 plants, few of which have liccn studied or ana- 
lyzed in chemical or pharmaceutical lal>oratorics. 

Primitive surgery was performed, especially irephin- 
ing of the skull, examples of which arc in evidence in 
many museums. Bleeding was controlled by pressure 
and coagulants, and abscesses were opened by crude 
kni^es made of shell or stone, doubtless by poultices 
also, among which the flax seed poultice of a later day 
survives. 

Anesthetics distilled from the leaves and roots of 




Pictografhic representation of Aztee sweat bath. 
( After the Codex Magliabecchi.) 
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UnH! recently both the role of fotty infilfrolion in the etiology of human 
hepotic drrhosis and that of the lipotropic agents in the prevention and 
reversal of fotty metamorphosis of liver tissue were dependent upon 
interpretations of relationships established in experimental animals. 

Today, however, serial biopsy studies have developed the histogenesis 
of cirrhosis in the human from the earliest to the most advanced stage. 
From such studies it is evident that the eorliest demonstroble stage of 
degeneration is that of a fatty liver, ond thot the transition of fatty 
infiltration into cirrhosis may be ossocioted with o general nutritional 
deficiency and a speafic lack of lipotropic substonces.' 

The institution of a proper dietory program has been shown to reverse 
the fatty changes noted in such biopsy studies in the human. The cirrhotic 
processes, however, have been observed to continue for vorioble periods 
before being arrested.^ Deloy of therapy may, therefore, result in 
permanent changes in the hepatic vascular system typical of the pattern 
in Laennec cirrhosis. Such findings re-emphosize the extreme importance 
of early diagnosis and treatment of hepatic dysfunction. Choline plays 
a significant adjunctive role in the dietary management of impending 
cirrhosis by effecting an early mobilization or utilization of excessive 
liver lipid deposits. 

Syrup Choline Dihydrogen Gtrate (Rint) is a completely stable ond 
palatable source of the lipotropic agent choline. The specification of 
Syrup Choline Dihydrogen Citrate (Flint) will insure the patient 
acceptance necessary for protracted periods of choline therapy. Syrup 
Choline Dihydrogen Gtrate (Flint) is a 25 per cent W/Vso!ution, 
containing one gram choline dihydrogen citrate in each 4 cc. 

L E.: Lsr:?*: CrAcsis; IS Kjtrjr'esii Pf'ert-ct to Ps’e cf A-.tcrtresh, 

PJ^., *5:117 nUl . 

2. frr-Atz. IL: li, R.: F., j-i H.: Fcrctorul r*:i Rjir'rpc Eejotjej 

ci FiSj" VtUTce^tczs cf Krra* Lin?, Arer. J. Cli. 18 i73 USir. 


For your copy of The Present Status of 
Choline Therapy in Liver Dysfunction, write: 

FLINT, EATON & COMPANY 

DECATUR, ILLINOIS 





LIAFQN supplies four blood-building essentials in one capsule 


DESICCATED LIVER for all secondaiy antianemia prin- 
ciples of whole fresh liver 

FERROUS SULFATE for feiTOus iron, the most effective 
form of iron medication 

ASCORBIC ACID to aid absorption and Utilization of iro!» 

FOLIC ACID to stimulate bone marrow and help in nor- 
mal red blood cell development 

I or 2 Coptwlcx t. i, d. • of 100 Coptul«t 


LI AFON 


M.AXUVACnaUNC CHEMISTS TO •niEMCDICAUrnOKKSSlONSIN'Ci: IfiSS 





SYSTEMIC 


H A 


B I L I T A T I O N 



EACH CAPSULE CONTAINSi 

Vitamin D (Irradiated Ergosterol) . . 50,000 U.S.P. Units 

Vitamin A (Fish-Liver Oil) .... 5,000 U.S.P. Units 


Ascorbic Acid 75 mg. 

Thiamine Hydrochloride 3 mg. 

Riboflavin 2 mg. 

Pyridoxine Hydrochloride 0.3 mg. 

Calcium Pantothenate ] mg. 

Niacinamide 15 mg. 


Restoration of function can be 
accomplished in most 
arthritic patients by a complete 
systemic rehabilitation 
program. Darthronol is an 
integral part of such a 
therapeutic program. Its 
efiScacj' is due to the antiarthritic 
effeas of the high dosage 
vitamin D together with the 
well-established nutritional 
influences of the eight 
other vitamins. Darthronol 
treats the arthritic — not merely 
the arthritis. 


Mixed Tocopherols 4 mg. 

(Equivalent to 3 mg. of synthetic Alpha Tocopherol) 

J. B. ROERIG AND COMPANY 

536 Lake Shore Drive • Chicago Tl, Illinois 

a ROERIG /iie/iaiaf['o7i 
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Chewing Aspergum promptly releases a soothing, 
constant flow of “salivary analgesia’*— laving mucosal sur- 
faces and reaching crypts often inaccessible to gargles or 
irrigations. Moreover, by encouraging gentle chewing and 
swallowing, Aspergum helps relieve local muscular stifF- 
nesa and soreness. 

Aspergum simplifies post-tonsUlectomy care — shortens 
convalescence. 

Children welcome this form of medication— they like the 
flavor and chewing gum form of Aspergum. Each tablet 
of Dillard's Aspergum contains 3H grains of aspirin. 
White Laboratories, Inc., Pharmaceutical Manufacturers. 
Newark 7, N. J. 







Diabetes, diet and 
Globin Insulin.,. 


T he auvantaces of onc-iiijoction control of 
diabetes can, tlirough adjustment of did and 
dosage, be made available t(» tlic majority of 
patients requiring insulin. In view of the con- 
venience and freedom afforded by the unirme 
intermediate action of 'WclIconic’Globin Insulin 
with Zinc, the necessary adjustment is well 
worth while. Though not a complicated pro- 
ccdtirc, the regulation of carbohydrate balance 
warrants reiteration because of its importance: 

SOME FAaS ABOUT DIETARY ADJUSTMENT: The 
distribution of carbohydrate in llic meals must 
be adjusted in accord with the tvpc of action ex- 
hibited by Globin Insulin, which is intermediate 
between regular and protamine zinc insulin. 
Proper carbohydrate distribution with proper 
insulin timing is essential; lack of balance may 
lead to poor control or to an erroneous impres- 
sion of the characteristics of Globin Insulin. 

A good carbohydrate distribution for the patient 
on Globin Insxilin is to divide the total carlxv 
hydrale per day into 1/5 at breakfast, 2/5 at 


lunch and 2/5 at snppertiine. This initial diet 
may he adjusted in accord with the indications 
of blood sugar levels and urinalyses. (For ex- 
ample, a low blood sugar before supper indiciitcs 
too little carbohydrate for lunch or vice versa.) 

Globin Insulin is ordinarily given before break- 
fast. Onset of action is usually sufficiently rapid 
to climin.ate the need for a supplementary injec- 
tion of regular insulin. However, the amount of 
breakfast carbohydrate should not be too large. 
The right amount, as well as the optimal time 
inlcrx’al between the injection and breakfast, 
must of course be determined for each patient. 
Since the maximum action of Globin Insulin 
usually occurs in the afternoon or early evening, 
h)'poglyccmia is sometimes noted at this time. 
As a guard against it, the carbohydrate content 
of the noon meal may be increased^ ora midaflcr- 
noon lunch proviclcd.TIms the original distribu- 
tion of 1/5, 2/5 and 2/5 might, for e.xamplc, 
require adjustment to 2/10, 5/10 and 3/10 or 
to 2/10, 4/10, 1/10 and 3/10. Once the balance 
of carbohydrate intake and insulin timing has 
been established, liic patient must be impressed 
with the importance of adliering to tlio regimen. 

'Wellcome* Globin Insulin with Zinc is a clear solu- 
tion, comparable to regular insulin in its freedom 
from allergenic properties. Available in 40 and 80 
units per cc., vials otlO cc. Accepted by the Council 
on Pharmacy and Chcmulry, American Medical 
Association. Dcrvcloped in Tlie Wellcome Research 
Laboratories, Tuckahoc, New York. U.S. Piatent 
No. 2,101,108. UTERATXmc on llEQUEST. 

'V/*ffcOrtit'rro(/*mofk ftegltlered 
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DURROUOMS WEllCOME I. CO. (U.S. A.) INC,, 7 A 11 EAST 4IST STREET, NEW YORK 17, N.Y 





ure gauze dressings of White’s Vitarnin 
A&D Ointment was the only treatment; 
skin-grafting was unnecessary. 


Second and third degree burns 
involving 25% of body surface. 



White's Vitamin A&D Ointment induces rapid, 
healthy epithelialization and gratifying relief from 
discomfort in such conditions as: burns, slow 
healing wounds, indolent ulcers, avulsive injuries, 
various post-operative wounds, fissured nipples, 
and a variety of dermatologic conditions. White 
Laboratories, Inc., Pharmaceutical Manufacturers, 
Newark 7, N. J. 





Diabetes, diet and 
Globin Insulin... 


T he abvantaces of one«injcclioti control of 
dinbctcs crin, through ndjustment of diet and 
dosngc, be made available to tlic majority of 
patients requiring insulin. In view of the con- 
venience and freedom afforded by the unique 
intermediate action of '\VeIlconie’ Globin Insulin 
with Zinc, the necessary adjustment is well 
worth while. Tliough not a complicated pro- 
cedure, the regulation of carbohydrate balance 
warrants reiteration because of its importance; 

SOME FACTS ABOUT DIETARY ADJUSTMENT: The 

distribution of carbohydrate in the meals must 
be adjusted in accord with the type of action ex- 
Iiibiled by Globin Insulin, which is intermediate 
between regular and protamine zinc insulin. 
Proper carbohydrate distribution with proper 
insulin timing is essential; lack of balance may 
lead to poor control or to an erroneous impres- 
sion of the characteristics of Globin Insulin. 

A good carbnhj'dratc distribution for the patient 
on Globin Insulin is to divide the total carbo- 
hydrate per day into 1/5 at breakfast, 2/5 at 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., 9 & 11 EAST 4IST STREET, NEW YORK 17, N.Y 


lunch and 2/5 at suj^pertime. This initial diet 
may be adjusted in accord witir the indications 
of blood sugar levels and urinalyses. (For ex- 
ample, a low blood sugar before supper indicates 
too little carbohydrate for lunch or vice versa.) 

Globin Insulin is ordinarily given before break- 
fast. Onset of action is usually sufficiently rapid 
to eliminate the need for a supplementary injec- 
tion of regular insulin. However, tlie amount of 
breakfast carbohydrate should not be too large. 
The right amount, as well as tire optimal time 
interv’ai between the injection and breakfast, 
must of course be determined for each patient. 

Since the maximum action of Globin Insulin 
usually occurs in the afternoon or early evening, 
h)'poglycemfa is sometimes noted at this time. 
.\s a guard against it, the carbohydrate content 
of the noon meal may be increased, or a midafter- 
noon lunch provided. Thus the original distribu- 
tion of 1/5, 2/5 and 2/5 might, for example, 
require adjustment to 2/10, 5/10 and S/10 or 
Io2/10,4/10,l/10.and3/l0.0ncethebalance 

of carbohydrate intake and insulin timing has 
been established, the patient must be impressed 
with the importance of adliering to the regimen. 

'Wellcome’ Globin Insulin with Zinc is a clear solu- 
tion, comparable to regular insulin in its freedom 
from allergenic properties. A\’.ii!able in 40 and 80 
units percc., wals of lOcc. Accepted by the Council 
on Pharmacy and Chemistry, American Medical 
Association. Developed in The Wellcome Research 
Laboratories, Tuckahoe, New York. U.S. Patent 
No. 2,161,193. UTERATUHE ON REQUEST. 

'Weneome' Trodemork Regiifered 
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Now Available 



F irst isolated in the Merck Re- 
search Laboratories in 1948, clin- 
ical studies have demonstrated 
that Cobione* exhibits extremely 
high hematopoietic activity in the 
following conditions; 

★ PERNICIOUS ANEMIA 

In uncomplicated cases and those with 
neurologic involvement. 

In patients sensitive to liver preparations. 

★ NUTRITIONAL MACROCYTIC ANEMIA 

★ CERTAIN CASES OF MACROCYTIC ANEMIA 
OF INFANCY 

★ SPRUE (tropical and nontropical) 

Cobione* Possesses Significant 
Advantages 

• It is a pure, crystalline compound of 
extremely high potency, and no known tox- 
icity, when given in recommended dosage. 
• It is effective against all manifestations 
of pernicious anemia, including the neu- 
rologic manifestations. 

• It is effective in, and well tolerated by 
patients sensitive to all liver preparations. 

• It is effective in extremely low doses, 
because of its remarkably high potency. 

• It may be administered in precise dos- 
age, because it is a pure, crystalline com- 
poimd. 

*Cobipne is the trade mark of Merck & Co., Inc. 
for its brand of Crystalline Vitamin B12. 
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Stigminene 

Bromide ‘Warner’ 


The Newest Cholinergic Compound 

Superior effects 
Smooth balanced action 
Minimum by-effects 
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WILLIAM R. WARNER Sc 
CO., INC. is proud to present 
STiGMINENE* BROMIDE 
‘Warner’, an effective choliner- 
gic compound of low toxicity, 
wide margin of therapeutic 
safety, and prolonged action. 

STIGMINENE* BROMIDE 
‘Warner’ is indicated in the pre- 
vention and treatment of post- 
operative abdominal distention 
and urinary retention. It may 
be used for all degrees of intes- 
tinal and urinary bladder atony 
— from gastro-intestinal atony 
developing in chronic illness, 
certain acute infections or toxe- 
mias, and following anesthesia; 
meteorism complicating pneu- 
monia; to as severe an involve- 
ment as paralytic ileus. 

STIGMINENE* BROMIDE 
‘Warner’ is supplied in i-cc am- 
puls of a 1:2000 solution, 0.5 
mg. each; cartons of 12 and 50 

ampuls. “Trade Mart 


WILLIAM R. WARNER & CO., INC. 

New York St. Louis 




VeraJrife afreets a marked relief of headache, palpitation 
and dizziness in hypertensive subjects, together with a calm, grad- 
ual fall in blood pressure in the majority of cases of less-than- 
severe degree. The patient experiences a feeling of comfort and 
well-being. The prolonged effects of Veratrite are largely depend- 
ent upon its veratrum viride content in bio-assayed form. Veratrum 
viride, in Craw Units, has been established to have o hypotensive 
action for as long os 14 hours. 


Veratrite" 


IRWIN, NEISLER & COMPANY f 






Each tabule contains: veratrum 
viride (bio-assayed) 3 Craw 
Units; sodium nitrite 1 grain; 
phenobarbital V4 grain. Liter- 
ature and samples on request. 
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The oxygen molecule . . . s)Tnbo] of life. Articles reporting the 
use of oxygen for therapy are constantly appearing in the 
medical literature. Digests of these important articles are given in the 
Oxygen Therapy Xews, published monthly as a Linde service so 
pliysicians may quirkly and easily keep up-to-date iWth the 
information in these reports. We shall be glad to send you the 
Oxi/ffen Oxygen Theiupy News upon request. 

More and more, oxygen is being used as supportive treatment for 
di-ease? affecting the respiratory, circulatory, and central nervous 
systems, and for other conditions where anoxia is a factor. Medical 
reprints and Tctcrenccs pertaining to oxygen therapy are also available. 







REG. U S PAT. OFF 


L'rinar.y 


Aiiiisepiic 


of Clioiee— 


in prolonged 
thernpg or 


nente cuses 


;^iDOUTSTANDING 
I 0 FEATURES 


1 No gastric upset 

' 2 . No dietary or fluid regulatiori 

3 No supplementary acidification 
(except v/hen urea-splitting or- 
ganisms occur) 

4 V/ide ^u:t:cacterial range • 

5 No danger of drug-fastness 

O Simplicity of regimen — 3 or 4 
tablets, t.i.d. 


1. Bait, A. I.: J. Florida M. A. 
35: 430 Qaii.) 1949. 

2. Meiricks, I. W.: WeslVir^n- 
ia M. I. 44: 157 anne) 1948. 

3. Carroll, G., and ADen, H. N.: 
I. UroL 55: 674 anne) 1946. 

4. Sendi, I. V., and Dnca, C. I.: 
I. UroL (Feb.) 1949. 


‘MANDELAMINE is the regis- 
tered trademark of Ne|iera 
Chemical Co., Inc. for its brand 
of Hexydaline (methenamine 
mandelate). 


MANDELAMINE* continues to be 


acknovt'ledged as a urinary anti- 
septic of choice not only in typical 
uncomplicated cases, but also more 
resistant conditions requiring treat- 
ment over long periods. 


in prolonged therapy— 

Sustained Effectiveness and Safety 
V/ben Therapy Must Be Prolonged. 
MANDELAMINE, because of its undi- 
minished antibacterial effectiveness, 
patient-acceptance, and virtual free- 
dom from untoward reactions, is a 
logical choice when chemotherapy 
must be prolonged, or when the 
infection becomes resistant to other 
medication. 


in acute cases— 

Rapid Results in Common Urinary 
Infections. Carroll and AUen^ ob- 
tained successful results in apprord- 
mately 74 per cent of 200 cases of 
common urinary-tract infections — 
often in as few as three days. 


SUPPIIEO: Enleric-coated tablels of 0.25 Gm. 
(3% grains), bottles of 120, 500, and 1,000. 


NEPERA CHEMICAL CO., INC. 


NEPERA PARK • YONKERS 2. N. Y. 


SHOW^ IRON IS 
BY MOLYBDENUM 


HEHOGLOBIH INCREASES (Giti. per cent) 1.0-2.0 2.1-3.3 3.4+ 

Molyb denized 

Ferrous Sulfate 

21.8% 

56.3% 

f 

21.8% 

78. 

1% 

Ferrous Sulfate 

77.7% 

22.2% 

0 

22.2% 

Ferrous Sulfate 
with liver- 
stomach extract 
or folic acid 

70% 

30% 

0 

30 

% 


Adoplad from Chaday and Annitto 


FINDINGS CONFIRMED 
In a separate study recently reported by 
Dieckmann^ almost identical conclu- 
sions were reached with regard to the 
antianemic superiority of Mol-Iron: 

"Treatment with ferrous or ferric icon 
alone or with various vitamin combina- 


tions did not cause a significant increase 
in the rate of hemoglobin formation. A 
molybdenum-iron complex has resulted 
in a rapid increase in hemoglobin con- 
centration." 





MOtYBDENIZED FERROUS SULFATE 


a specially processed, co-prccipitatcd, stable complex of 
molybdenum oxide 3 nig. (1/20 gr.) and ferrous sulfate 195 
mg. (3 gr.). Jn borrJes of 100 and 1000 Tablets. Also avail- 
able in a highly palatable Liquid, in bottles of 12 fluid ounces. 


WHITE LABORATORIES, Inc., PharraaceuticalManufacturers, Newark?, N.J. 












NEW CLINICAL STUDIES 

POTENTIATED 

Hypochromic anemia of pregnancy has been found resistant to ordinary iron 
preparations. An agent which produces a superior therapeutic response in 
this type of anemia is, therefore, of significance in the treatment of all hypo- 
chromic anemias. 

Recently reported, a comprehensive two-year study' at the largest mater- 
nity hospital in the United States conclusively demonstrated the antianemic 
superiority of molybdenized ferrous sulfate (Mol-Iron) over plain ferrous 
sulfate and mixtures of iron and liver-stomach extract or folic acid. 

1. More rapid hemoglobin elevation. 

2. Greater quantity of hemoglobin increase. 

3. Better gastro-intestinal tolerance. 


A SIGNIFICANT DIFFERENCE 

. , molybdenized ferrous sulfate pro- 
duced a substantially more rapid thera- 
peutic response than ferrous sulfate, the 
difference in response being statistically 
significant. Addition to ferrous sulfate of 
either liver-stomach extract or folic acid 


did nor potentiate the action of the iron 
salt . . . None of the patients treated with 
molybdenized ferrous sulfate complained 
of more than mild digesriv^e symptoms 
related to the medication . . ." 



Renewed hemoglobin synthe- 
sis in two cases treated with 
molybdenized ferrous sulfate 
followingsuboptimalresponse 
to ferrous sulfate with and 
without liver extract. TJiesolid 
lines indicate added hemoglo- 
bin rise from Mol-Iron therapy. 


3. CbcsJcp, R- K. and Anniffo, J. E.; 
E\*aIuation of ^^oli'b<^cnJ^cd Ferrous 
Sulfate in the Treatment of Hrpochro* 
mic Anemia of Pregruno*. Bulletin of 
the Margaret Hague Matemirj’ Hos- 
pital, 1:65 (Sept.) 19-18. 

2. Dicchmann, W, J., Priddic. H. D., 
Turner, R. and Treptow, B.: ftocecd- 
ingj, Oncraf Soc/eff (ot Re- 

search, ^J:88 (194S). 




Chronic osicomyelilia of 12 years' duration after 
compounJ fractures of leg. 14 surgical procedures 
failed to close the cavity. Pain and foul-smelling 
discharge caused patient to request amputation. 



Treatment with Chlorcsiiim brought progressive 
closure of the cavity. Purulent drainage and odor 
stopped. Pinch grafts of granulation tissue at base 
were successful and cavity closed completely. 


CHLOROPHYLL HEALED 

where other methods of treatment failed 


• The case sfmmi above is one of Imndreds 
wliich resisted other methods of treatment— -until 
Chlorcsiuin therapeutic chloropliyll preparations 
were used. Tlic published record* shows that the 
great majority of tiicm not only responded rapidly 
to Chloresiuin’s chloropliyll tlicrapy, but IteaM 
completely in a relatively eliort time, 

Fa»ler healing of acute cases 
Results with Clilorcsium in acute wounds and 
Imrna have been equally dramatic. Faster heal- 
ing, less infection, less scar tissue fonnation have 
l)ccn ohlaincd. In addition, Chlorcsiuin provides 
quick d<*odorization of foul-smclling conditions. 

This new approach to prompt, effective heal- 
ing is <Iuf to Chlorcsiuin’s proved ahilily to 
stimulate normal ccl! growth. Now, for the first 
n’nte, you can give posifirc help to tissue in re- 
pairing itself. 'J’ry it on your most resistant case 
—it is completely nontoxic, bland and sfrolhing. 


Chlorcsium 


Solution (Plain): Ointment: Nasal and 
Aerosol Solutions 

Ethically promofed— of loadiitg t/nigfiforr* 


*OoenKe, B. J. 


Dowuts. VAimen F. 


Caot. Jos. U. and 
MoncAn. VT. S. 

riAiioLa M. 


The Trottsenl of 
Chronic Le* Ulcer* 

CMorophyJl in 
Vouoif Ifealine smt 
5i«ppor*ti»e I)i»«**e 
Tfeetmenl of 
Clironic Ulcrr* 
wilh Chloro|>b>ll 


Ttie LaheV Qinie 
Dutleiin. 412:2 
{I9i6) 
Amer. J. Sureerr. 
Lxxnitai 
(Wt?) 
Ami-r, J. Surjtery. 
LXXV:4 (J9W) 


nermainfogic Arch, nrrmat. A 

evaluation . . . Syt'h. S7:3t8 (1918) 


LAitCLcr. tr. D. and Cldnmphyti (n the Penn. Med. 

Moscaw, U'. S, Treatmertl of Journal. Vnl. St; 

Uermaiorea Nr>. ) ()9:3) 

naraKT, Hp.TOty A. and Treatment ufintraiinal ller.naAirnent 
Knricrit. Ckarlps I. Di)«a(«* with anta. nf Vnl. 1S-S:9 
w, a. Chinriiphyll (I9W) 


NKV4'— Chlorcsium Dental Ointment and 
Tooth Paste now make chlorophyll thcr.ipy 
availahlr for the treatment of Vincent's infec- 
tions, gingivitis and oilier periodontal diseases. 


FREE— CLINICAL SAMPLES 


KYSTAN CO., INC. i-w. 

7 MsH[J«ir«ten I’kv<y., Mt. Vernnn, N. V, 
j want 1»« try Chlorwitim on m) mo.t rrAt^tant raw. 
Jlf-n^e send me, without oldiratinn, clinical famt>lr« 
and comptclc iitcraliirc. 
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AN ADDITIONAL POTENCY 

/o meet the req^uirementd 
and ref^iiedtd man^ pliij.5ician5 


THE NEW STRENGTH 


{—lYz gr. enteric-coated, green 

tablets with % gr. phenobarbital, has been formulated 
for physicians wishing to prescribe the same effective 
amount of Theobromine Sodium Acetate, but with less 
amount of sedative. 


Complete List of Potencies— 

THESODATE 

(7K er.) 0.5 Gm.* or (3^^ gr.) 0.25 Gm.* 

THESODATE WITH PHENOBARBITAL 

OVi gr.) 0.5 Gm. with (5^ gr.) 30 mg.® 

(7/^ gr-) 0.5 Gm. with (5^ gr.) 15 mg. 
gr-) 0.25 Gm. with gr.) 15 mg.® 

THESODATE POTASSIUM IODIDE PHENOBARBITAL 

(5 gr.) 0.3 Gm. (2 gr.) 0.12 Gm. gr.) 15 mg. 

*Supplied also in capsules (not enteric- 
coated) for supplementary medication. 

PROVIDES A WIDE RANGE OF AN EFFECTIVE MEDIUM 
FOR TREATMENT IN CORONARY DISEASE. 


For literature and samples write to Service Dept. 


phor 


BREWER & COMPAMY, Inc. 




WORCESTER 4, MASS., 0. S. H 


A-44 




NEW EFFECTIVE 
HEMATINIC 

o 


provides readily available iron for the anemia potient. 
Gastrointestinal symptoms are notably absent, since the source of 
iron in Laurium is ferrous gluconate — readily absorbed, well util- 
ized, better tolerated. 

In treatment of iron deficiency and nutritional anemias — despite 
the qualitative and quantitative adequacy of the iron prescribed — 
the conversion of iron salts to hemoglobin may be balked by ab- 
sence of necessary hemopoietic adjuncts. Laurium is fortified with 
adjunctive hematinic principles that 



L 


promote utilization of iron 
stimulate eryfhropoiesis 
correct concomitant vitamin deficiencies 

muum AdminlstroHon— As a dietory supplement, one or two copsules dotl/. 

In the treatment of hypochromic or nutritionol onemlo, one or two copsules 
three times daily as required by the severity of the onemio and the response 
to therapy. 

Each capsule contains: 


Ferrous Gluconate ... 280 mg. 

liver Concentrate (IsSO) 200 mg. 

(Equivalent — 4 Gm. Fresh Liver) 

Folic Acid 1 mg. 

Thiomine Hydrochloride 2 mg. 

RiboHavin 1 mg. 

Niacinamide 10 mg. 

Ascorbic Acid 15 mg. 

Each capsule contains opproximatety 33 mg. of etemenlot 
iron— three limes the Minimum Doily Adult Requirement— two 
times the M.O.R. for thiamine, one-half the M.D.R. for ribo- 
flovin end oscorbic ocid,wilhlO mg. of niocinamide.The need 
for folic acid In humon nutrition hos not been estoblished. 

Laurium: supplied in bottles of 100 capsules. 



Pitrition Nutrition 


Reieorch loboroferiet 
Chicago 30, Ktlnoit 
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Medical Care of the Veteran 


PAUL B. MAGNUSON* 

VETERANS ADMINISTRATION, WASHINGTON, D.C. 


D uring the past few years many of my friends 
throughout the country have accused me of 
being a bureaucrat because of my associa- 
tion with the Federal Government, or more spe- 
cifically, with the Veterans Administration. I want 
to take this opportunity to demonstrate to you that 
we in the Veterans Administration are not at- 
tempting to practice bureaucratic medicine, but 
that on the contrary our plans call for the practice 
of medicine on the level of the local communities 
in which the VA installations are located- 
I first entered the Veterans Administration pic- 
ture in 1942. At that time we had over 10,000,000 
men in the armed forces and it seemed to me there 
was a need for planning for the expansion of 
veterans hospitals. With that thought in mind I 
prepared a plan for the administration of veterans 
hospitals which I believed would overcome most 
of the objections to the operation of such hospitals 
in the past, and I journeyed to Washington to dis- 
cuss my plan with General Hines, who was then 
the Administrator for Veterans’ Affairs. 

Nothing further happened until 1945, when 
General Bradley became Administrator of Veter- 
ans’ Affairs and brought with him as his Chief 
Medical Director General Paul R. Hawley. Shortly 
after they entered on the job General Bradley and 
General Hawley called on me and discussed the 
ramifications of my plan, with the result that I, 
too, went to Washington with a promise from 
General Bradley that 1 would have a free hand in 
implementing the plan. Incidentally, when I agreed 
to come to Washington I asked my school, North- 
western University, for six months’ leave, in- 
tending to stay only that long, which shows the 
exaggerated ego some of us have when we take on 
a new job. 

On my arrival in Washington I learned that 
professional personnel in the Department of Mcdi- 

•Cliicf Medical Director. Department of Medicine and Surgery, 
Veteran^ Administration, Washington, D.C. 

Presented November 9. t94S, before the meeting of the fnicr* 
slate Postgraduate Medical Associ-ntion of North .•Xmcrica, Clevc- 
l.ind, Oliio. 


cine and Surgery were rated under Civil Service 
classification standards and all men in the depart- 
ment had to come off Civil Service rolls. This was, 
in my opinion, an obstacle to the proper imple- 
mentation of the program as we planned it. Fortu- 
nately, Generals Bradley and Hawley had already 
recognized that medical men could not work suc- 
cessfully, if hampered by too many regulations, and 
had had a bill introduced into Congress which sub- 
sequently became Public Law 293, which removed 
doctors, dentists, and nurses in the Veterans Ad- 
ministration from Civil Service jurisdiction and 
placed them under a special professional personnel 
system under the control of the Department of 
Medicine and Surgery. This bill was signed by the 
President early in 1946, and we proceeded to in- 
stall our plans, which in effect are as follows: 

We in Washington make no attempt to practice 
medicine in any part of the country, not even in 
Washington. Instead, we ask the doctors in each 
local community to participate in the treatment of 
patients who arc charged to the Veterans Admin- 
istration by law. We appoint full-time medical 
men in our teaching hospitals only on the recom- 
mendation of the Deans Committees, which are 
committees consisting of faculty members of medi- 
cal schools in the communities served by our VA 
hospitals. As a result our staff in these hospitals 
consists of top-flight men, including many profes- 
sors from medical schools who arc now full-time 
chiefs of service in veterans hospitals. Throughout 
the country the medical schools have taken hold 
and we now depend on them for recommenda- 
tions for the selection and appointment of resi- 
dents, attending physicians, and consultants. 

In most of the outlying hospitals which arc not 
connected with medical schools we have consult- 
ants visiting at least once a week to make ward 
rounds, examine patients, and give seminars and 
lectures to which the medical profession in the 
community is invited. 

In addition, in hospitals in communities where 
there arc no medical schools, we use men in the 
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“MERCURIAL DIURETICS IN HEART FAILURE.—. . . They often 
yield splendid results in individuals in whom physical signs of 
dropsy are lacking but water retention is demonstrated by the 
large loss of weight that follows the administration of a diuretic.” 

Fishbcrc. A. J.I. : Heart Failure. 2nd Ed., Phila.. Lea Sr Febiser, 19-10. p. 733. 

“IN PERSONS WITH HYPERTENSION and in instances of heart 
failure with pulmonary congestion but without peripheral 
edema, mercurial diuretics may be helpful in hastening the loss 
of sodium or in permitting a somewhat more liberal diet. . . . 

In most cases hypertensive patients with normal blood urea 
levels can be safely tried on sodium depletion.” 

The Treatment of Hj*i>ertention, editorial. J. A- M, A. 1.15:576 CSov. 1) 1947. 


“. . . [By] the more frequent usage of the mercurials in cardiac 
dyspnea the attending physician . . . PROLONGS THE life and 
COMFORT of his patient.” 
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Mcralluride Sodium Solution 


tc/e-iafed cc dfn/tedc c/wic^^ 

• “Local effects of intramuscular injection. . . . The results 

strongly favored mercuhydrin.” 

Modell, W,. Gold, H. and Clarke, D. A,: J. Pharm. & Exper. Therap. »1:2S4 (July) 1945, 

• “The authors favor the administration of mercury intramuscularly 
rather than intravenously and for this purpose employ 
preparations such as MERCUHYDRIN.” 

Thom, G. V/, and Tyler, F. H.: Med. Clin. North America (Sept.) 1947, p. 1081. 

• “The results of our experiments suggest that the greatest 

cardiac toleration for mercurial diuretic occurs with 
MERCUHYDRIN.” 

Chapman, D. W. and ShaH^cr, C. F. : Arch. Internal Med. 79:440, 1947. 


• “We have limited the use of chemical diuretics almost 
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Medical Care of the Veteran 


PAUL B. MAGNUSON* 

VETERANS ADMINISTRATION, WASHINGTON, D.C. 


D uring the past few years many of my friends 
throughout the country have accused me of 
being a bureaucrat because of my associa- 
tion with the Federal Government, or more spe- 
cifically, with the Veterans Administration. 1 want 
to take this opportunity to demonstrate to you that 
we in the Veterans Administration are not at- 
tempting to practice bureaucratic medicine, but 
that on the contrary our plans call for the practice 
of medicine on the level of the local communities 
in which the VA installations are located. 

I first entered the Veterans Administration pic- 
ture in 1942. At that time we had over 10,000,000 
men in the armed forces and it seemed to me there 
was a need for planning for the expansion of 
veterans hospitals. With that thought in mind 1 
prepared a plan for the administration of veterans 
hospitals which I believed would overcome most 
of the objections to the operation of such hospitals 
in the past, and I journeyed to Washington to dis- 
cuss my plan with General Hines, who was then 
the Administrator for Veterans’ Affairs. 

Nothing further happened until 1945, when 
General Bradley became Administrator of Veter- 
ans’ Affairs and brought with him as his Chief 
Medical Director General Paul R. Hawley. Shortly 
after they entered on the job General Bradley and 
General Hawley called on me and discussed the 
ramifications of my plan, with the result that 1, 
too, went to Washington with a promise from 
General Bradley that I would have a free hand in 
implementing the plan. Incidentally, when I agreed 
to come to Washington I asked my school, North- 
western University, for six months’ Ic.ave, in- 
tending to stay only that long, which shows the 
exaggerated ego some of us have when wc take on 
a new job. 

On my arrival in Washington I learned that 
professional personnel in the Department of Mcdi- 

*Ch'icI Medical Director, Department of Medicine and Surgery, 
Veteran^ Adminulraiion, Washington, D.C 

Presented Novcnil*cr 9, 1948, before the meeting of the Inier- 
state Postgraduate Medical Association of North America, Clcvc- 
l.md, Ohio. 


cine and Surgery were rated under Civil Service 
classification standards and all men in the depart- 
ment had to come off Civil Service rolls. This was, 
in my opinion, an obstacle to the proper imple- 
mentation of the program as wc planned it. Fortu- 
nately, Generals Bradley and Hawley had already 
recognized that medical men could not work suc- 
cessfully, if hampered by too many regulations, and 
had had a bill introduced into Congress which sub- 
sequently became Public Law 293, which removed 
doctors, dentists, and nurses in the Veterans Ad- 
ministration from Civil Service jurisdiction and 
placed them under a special professional personnel 
system under the control of the Department of 
Medicine and Surgery. This bill was signed by the 
President early in 1946, and we proceeded to in- 
stall our plans, which in effect arc as follows: 

Wc in Washington make no attempt to practice 
medicine in any part of the country, not even in 
Washington. Instead, we ask the doctors in each 
local community to participate in the treatment of 
patients who are charged to the Veterans Admin- 
istration by law. Wc appoint full-time medical 
men in our leaching hospitals only on the recom- 
mendation of the Deans Committees, which are 
committees consisting of faculty members of medi- 
cal schools in the communities served by our VA 
hospitals. As a result our staff in these hospitals 
consists of top-flight men, including many profes- 
sors from medical schools who are now full-time 
chiefs of service in veterans hospitals. Throughout 
the country the medical schools have taken hold 
and we now depend on them for recommenda- 
tions for the selection and appointment of resi- 
dents, attending physicians, and consultants. 

In most of the outlying hospitals which arc not 
connected with medical schools wc have consult- 
ants visiting at least once a week to make ward 
rounds, c,xnmine patients, and give seminars and 
lectures to which the medical profession in the 
community is invited. 

In addition, in hospitals in communities where 
there arc no medical schools, wc use men in the 
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communin' for staSng on a consultant and at- 
tending basis. ^Ve cannot have residents in ai! of 
these hospitals because there are not enough spe- 
cialists available to conduct firm residency train- 
ing programs, but v.e do have consultants going 
there constantly to give instruction. Wc also have a 
ss'Stem whereby any hospital can invite any spe- 
cialist. from anpvhere v.-ithin the continental limits 
or the United States to come and e.xamine patients. 
lecture, and give seminars. We in Washington do 
no: tell them whom to have; all v/e do is give 
them the money to pay these specialists. 

\N'e are making an effort to put the care of veter- 
ans. with v.'hich the ^*e^erans Administration is 
charged by law. in the hands of the local medical 
men. and to pay them tor it. Our hospitals run. 
as nearly as we can run them, on the same prin- 
dpie as universiw or teaching hospitals. We vrill 
hdp to spread the medical knowledge that v.-e 
gain constantly to the men v.ho are bus}' practi- 
tioners and do not othenvise have the time to keep 
in touch vrith the latest developments in medicine. 

Our medical program also includes the out- 
patient clinics at regiom] oSces throughout the 
countr.'. These clinics are estabb'shed for treatment 


of sers'ice-connected conditions only, on an out- 
patient basis. At the present time, v.-e are not com- 
pletely satisfied with the condiuon of these clinics, 
but v.-e are constantly endeavoring day by day to 
improve the quality of treatment. 


S o.MEEonv 5a}'5, “What about the nonsenice- 
connected disabilities.' What about the fellows 
who can afford to pay a fee but who are going 
into veterans hospitals.'" Let me tell you how the 
law reads, then it is up to you to correct that. The 
la\vs says that if there is a vacant bed in a veterans 
hospital, a nonservice<onnected veteran can de- 
mand that he be taken into the hospital. Most of 
them are medically indigent. Thev have to sign 
what we call a Form P-io, v.'hich veterans organi- 
zations call a “Pauper's Oath,’’ in order to get this 
medical seiA'ice. That P-io provides for a thousand 
dollar fine if it is sworn to falsely, but it is also 
provided in the law that the \'eterans Administra- 
tion cannot go behind the statement of the veteran 
and attempt to prove whether or not it is true. 

naturally feel that people should not impose 
on this sort of seiA'ice, but I suppose the better the 
seiA'icc gets the more wc will be imposed upon. 
There is some abuse of the privileges granted by 
this law, but the number of cases is aauallv \ery 
small. .\t any rate- tve in the Veterans .\dmmistra- 
tion are powerless under the law. W'e cannot 
change the law. If it is to be changed it is up to 
somebody else. 

We nov\' have 126 hospitals accommodating over 
10S.000 patients. In addition. Congress has author- 
ized the construction of more hospitals, which 
when completed will give us a total of approxi- 
mately 121,000 beds. It is said that we cannot pos- 
sibly staff properly for more than 120.000 beds, and 
so v.'e will probably be accused again of practicing 
or tiA'ing to extend the practice of bureaucratic 
medicine. 1 have tried to show you this evening 
that such is not our intenn’on. 

We in the Veterans Administration are attempt- 
ing to administer the laws passed by Congress to 
the best of our abilit}'. If you, as members of the 
medical profession, objea to some phases of our 
program you can help change them by using your 
influence with your neighbors. They are the tax- 
payers and the voters, and as we observed on 
November 2, the final determination on the poli- 
cies of the Government of this country rests tritb 
them. 



Polypoid Disease of the Colon 

LOUIS A. BUIE* 

NfAYO CLINIC, ROCHESTER, MINNESOTA 


P ROiJABLY 12 to 14 pcf Cent o£ persons more 
than 40 years of age have polyps in the colon. 
One of every lo persons of this age group has 
a polyp which can be discovered on proctoscopic 
examination. Recently 910 patients, who made no 
complaint of abnormal intestinal habits, were ex- 
amined proctoscopically at the Mayo Clinic and, 
in the terminal portions of the colons of 76 of 
them, polyps were discovered. This incidence of al- 
most 10 per cent does not differ materially from 
that obtained from examination of patients who 
complain of abnormal intestinal habits. 

All polyps situated within reach of the procto- 
scope should be destroyed forthwith and, as will 
be shown, most of them can be destroyed by ful- 
guration. This is not to imply that polyps which 
occur higher in the colon should be considered 
benign. They, also, should be destroyed but their 
destruction falls in the field of general surgery. 

Approximately 30 per cent of colonic polyps arc 
situated in portions of the colon which cannot be 
inspected on proctoscopic examination. One may 
well devote thought to methods of detecting these 
growths, many of which are so small that they can- 
not be discovered on roentgenologic examination. 

All polyps of the colon are cancers (carcinomas) 
or will become cancers if they are not destroyed 
and if the patient lives long enough. This extreme 

•Section on Proctology, M.nyo Clinic, Rochester, Minnesota. 

Presented \ovem(>cr lo, ig^S, before the meeting of the Inter- 
state Postgraduate Medical Association of North America. Cleve- 
land, Ohio. 


belief is a safe one to hold and there is much evi- 
dence, not always controlled of course, to support 
it. For example, Brust and I' studied the records o£ 
200 patients who had polyps which could be seen 
through the proctoscope. All of these patients were 
advised to permit destruction of the polyps by 
fulguration. Four of the patients refused to accept 
this advice. All 4 returned within three years com- 
plaining of intestinal symptoms and, in examina- 
tion of each, a cancer was found at the site of the 
polyp which had been discovered by us. (Figure i.) 
Further evidence of the probable significance of 
the relationship between polyps and cancers is the 
fact that 25 to 30 per cent of all patients who have 
cancers of the colon have associated polyps and 
usually the polyps are situated in the tissues adja- 
cent to the malignant growths. It is known, also, 
that most polyps possess adenomatous structure 
and many of them undergo various degrees of 
malignant change. 1 believe, as I said at the out- 
set of this paragraph, that all polyps of the colon 
would develop malignant characteristics should 
their hosts live long enough. 

Therefore, the most important question concern- 
ing polypoid disease of the colon is not whether 
something should be done about the lesions but 
what should be done. 

We physicians know how the disease manifests 
itself and we know what symptoms it produces. 
\Vc know the distribution by age and sex and the 
comparative frequency with which polyps involve 
the various segments of the colon. We understand 
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the morphologic characteristics of the growths in 
all tj'pes of polypoid disease and we are aware of 
the tendency of certain types of polyposis to “run 
in families.” Nevertheless, despite the fact that this 
condition is so accurately known, methods of ther- 
apeutic attack are limited and, when applied, often 
are attended with discouragement. 

The morphologic characteristics of the growths 
in polypoid disease vary widely but the distribu- 
tion of polyps of the colon shows certain definite 
tendencies. Consequendy, several significant factors 
must be considered when an attempt is made to 
determine the method of treatment which should 
be utilized in any particular case. I shall explain 
these factors and shall discuss the type of treat- 
ment which I believe is indicated. 

Half of the polyps of the colon are small, sessile 
excrescences, 2 to S mm. in diameter. Most of these 
small, tuft-like lesions are discovered in the course 
of routine proctoscopic examination and, as a rule, 
they bear no relationship to the chief complaint of 
the patient. In fact, owing to the minuteness of the 
lesions, practically none of these patients is aware 
of disability referable to the bowel. Many are small 
mammilladons which cast doubt concerning their 


significance in the mind of the physician, but he 
should never disregard them. Large, sessile polyps 
are even more important. (Figure 2.) 

LA/lOE, SESSILE POLVI'S 

A sessile polyp, 15 mm. in diameter or larger, re- 
quires particularly serious consideration. Polyps 
may attain enormous proportions and fill the rec- 
tal ampulla or other segments of the colon. They 
may grow from a small portion of the bowel wall 
or the mucous membrane may become occupied 
by a polypoid mass which leaves little or no nor- 
mal tissue within the diseased segment. (Figure 3.) 

Repeated microscopic examination of polyps of 
all classifications may disclose no malignant change 
but, just as often, such transition will be discover- 
able. Therapeutic measures which should be ap- 
plied in the presence of such massive involvement 
of the colon are essentially the same as those which 
are employed in connection with malignant colonic 
disease. .All effort should be directed toward eradi- 
cation of the tumor and of the segment of colon 
which is involved. Complete destruction of the 
lesion, of the portion of bowel wall to which it is 
attached, and of the tissues adjacent to the bowel 
wall may be possible by fulguration and should be 
given proper consideration. By this method, often, 
the disease can be eradicated, continuity of the 
bowel can be maintained, and performance of colos- 
tomy may be avoided. 

At this point I should emphasize the significance 
x\. and the importance of the physician’s attitude 
when colostomy is being discussed with his patient. 
Patients have a horror of colostomy and they can- 
not be blamed for that, but I have profound lack 
of regard for a physician who will join with his 
patient and express a sentiment which may carry 
just enough weight to influence the patient against 
acceptance of a surgical operation which might 
save his life. It is the duty of the physician to ex- 
plain to his patient that the colonic stoma can be 
cared for with little effort and that, by the use of 
proper dressings and abdominal supports, little in- 
convenience is experienced. The patient should 
know that these factors arc insignificant when 
compared with the major considerations. 

As I have implied, if a solitary lesion is situated 
in a pordon of the bowel which can be reached 
through the proctoscope, if it is not too large, and 




Figure i. Resected specimen of adenocarcinoma of 
the rectum. The peculiar alteration in the mucosa adja- 
cent to the lesion and the sentinel polyp near the bot- 
tom of the specimen can be seen. 


if destruction of the lesion along with that portion 
of the bowel wall to which it is attached will not 
injure vital structures adjacent to the bowel, ful- 
guraiion can be employed. If such a lesion is dis- 
covered in a portion of the colon which lies within 
the peritoneal cavity, or which is adjacent to such 
structures as the urinary bladder, the uterus, the 
vagina, the prostate gland and other pelvic struc- 
tures, then laparotomy should be performed and 
the tumor should be resected. 

The type of operation which should be employ- 
ed depends on the position, size, and morphologic 
characteristics of the growth. If it is attached to the 
bowel wall by a pedicle, incision of the colon, fol- 
lowed by ligation and excision of the polyp near 
the base of the pedicle, and immediate closure, will 


suffice. If the bowel wall is involved in the path- 
ologic process, often it is necessary to take away 
that portion of the bowel which is diseased, in 
much the same manner as that employed when 
dealing with carcinoma. 

PEDUNCULATED POLYPS 

Some polyps are attached to the wall of the colon 
by stems of mucous membrane and muscularis 
mucosae. Sometimes the serosal surface of the 
bowel is drawn into this pedicle. The diameter of 
the body of the polyp varies from a few milli- 
meters to that of a mass which may fill the lumen 
of the bowel. The length and diameter of the 
pedicle vary widely. These polyps may occur singly 
or in scattered collections. Most single polyps of 
this type can be eradicated by fulguration and it is 
advisable to use this method instead of applying a 
loop cautery. The latter may cut into the sub- 
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Figure 4. Mounted specimen of large pedunculated 
polyp. Such a tumor will slough away following ful- 
guration of its stem. 


stance of the polyp or the pedicle and cause dan- 
gerous hemorrhage. (Figures 4 and 5.) 

The view has been advanced that the cautery 
should be employed so that a specimen can he ob- 
tained for microscopic examination. Such a speci- 
men can he obtained with a biopsy forceps prior 
to fulguration but the factor of safety would preju- 
dice most competent physicians in favor of ful- 
guration. Furthermore, I doubt that the di.scovery 
that a polyp is benign would alter the treatment. 



Figure 5. A large polyp. Such a tumor in the sigmoid 
may produce symptoms because of hyperactivity due to 
its presence. The muscular layer is drawn into the 
pedicle. Application of a snare to such a pedicle might 
result disastrously. 


DIFFUSE POI.YPOSIS 

In this condition, little or no normal wall is left 
within the segment of colon which is involved. 
“Multiple polyposis,” “dis.seminated polyposis” and 
“polypoidosis” are terms used to designate the con- 
dition. Total involvement of the bowel wall is one 
of the distinguishing characteristics of the disease 
but, in addition, the wall it.self may he altered by 
diffuse hyperplasia of the mucous membrane. 
Sometimes polyps with pedicles, sessile polyps and 
diffuse hyperplasia of the mucous membrane are 
associated in this disease and often the condition is 
part of a form of polyposis in which the wall of 
the entire colon is occupied by polyps. (Figure 6.) 

For treatment of this condition, fulguration 
should be employed only when other types of 
treatment are contraindicated; for example, radical 
surgical operation may be contraindicated because 
of some systemic disorder. Fortunately, massive 
or disseminated involvement of the bowel is .seen 


rarely. In a recent review of a large scries of rec- 
ords of patients with polypoid disease of all types, 
I found that there were only two instances of dis- 
.seminated polyposis in which it was felt that ful- 
guration .should he adopted. 

“mui.tifle i’olvfosis” 

In this category are included, at one extreme, 
patients whose condition may be totally unproduc- 
tive of signs or symptoms and, at the other, the 
individuals whose colons are completely involved 
by diffuse hyperplasia and polyps. This is the her- 
edofamilial type of the disease and is the condi- 
tion which is known as “multiple polyposis.” Co- 
lectomy is the only successful treatment for this 
condition. However, by removing that part of the 
polyp-bearing colon which is not accessible through 
the proctoscope, and then applying fulguration to 
that portion which is thus accessible, the resection 
can be reduced to partial colectomy. (Figure 7.) 
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Figure 6. Multiple discrete polyps. One polyp is large 
and malignant. 


Owing 10 the extreme risk of partial colectomy, 
it is advisable that this operation be performed, as 
has been indicated, before fulguration is begun. I 
prefer this arrangement because I have seen pa- 
tients succumb following colectomy which had 
been performed after they had spent endless days 
undergoing removal of polyps from the rectum* 
and the sigmoid by fulguration. Sometimes many 
months are required to destroy all the growths in 
the rectum and sigmoid. Often several hundred of 
these lesions must be fulgurated and often it is 
necessary to allow several weeks to elapse between 
treatments. It is deplorable if, following such a 
trying experience, the patient comes to colectomy 
and fails to survive. 

After partial colectomy, the rectum and the low- 
er portion of the sigmoid can be cleared of polyps 
by fulguration and, later, ilcosigmoidosiomy can 



Figure 7. Multiple polyps with diffuse hyperplasia of 
the cotonic wall. 


be performed. At the first operation a temporary 
ileac stoma can be created and the proximal end 
of the stump of the sigmoid also can be brought 
out as a stoma in the left lower portion of the ab- 
dominal wall. Campbell' has described a proce- 
dure wherein he brings part of the ileum and part 
of the sigmoid out through “the lower angle of 
the incision so that a spur clamp [can] be applied 
and closure effected later." Thus fulguration of the 
high polyps can be carried out through the ab- 
dominal stoma, as well as through the rectum. 


T here arc two morphologic types of multiple 
polypoid diseases of the colon. In one, the 
polyps are discrete and the wall of the bowel be- 
tween them is relatively little involved. In this 
type, accessible polyps can be fulgurated and, when 
the bowel has healed, ileosigmoidostomy can be 
performed. Much has been accomplished by this 
method and much more may be accomplished. In 
the other type, polypoid tumors arc superimposed 
on diffusely hyperplastic mucous membrane and 
there is no possibility of applying fulguration for 
the polypoid disease because such a procedure 
would destroy the bowel itself. If fulguration is at- 
tempted, there is left only a scarred, contracted 
remnant, of which the lumen will not be sufficient 
to permit satisfactory' or comfortable passage of 
feces. Such a strictured tube is poor material for 
anastomosis with the ileum. 

Roentgen therapy apparently has no curative ef- 
fect on polypoid disease of the colon. Occasionally 
a physician has felt that beneficial effects have been 
produced in isolated cases but nothing more. AH 
that is justifiable at present is hope for the future. 
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Figure 8. Fulguration of high rectal or sigmoidal polyp; a, suction pipe to exhaust smoke; b, light carrier; 
c, polyp; d, applicator. 

These illustrations are reprinted with permission from; liuic, L. A.; Practical Proctology. Philadelphia, W. B. 
Saunders Company, 1937, 512 pp. 


TECUMC or I'ULGURATION AND SELECTION 
OP PATIENTS 

For fulguration, a monopolar current is employ- 
ed. Tlie object of fulguration is complete destruc- 
tion of the growth by fire. The tip of the electrode 
can be placed directly against the surface of the 
tumor. This dries out the tissues. The field to 
which fulguration is applied must be kept dry. 
After a field has been dried out in this manner, 
the tip of the applicator is removed from contact 
with the lesion and is held at a point approximate- 
ly 6 or 8 mm. away from the tissues, so that the 
spark will leap from the electrode to the surface 
of the growth. An actual flame will develop be- 
tween the tip of the electrode and the tissues which 
are being destroyed. The amount of current re- 
quired in any given case is that which is sufficient 
to create the tongue of flame between the tip of 
the electrode and the surface of the tumor. This 
factor varies not only with patients but witli differ- 
ent electrical machines and is best determined by 
personal experience. 

A proctoscope which is suitable for use while 
performing fulguration includes a built-in suction 
tube through which smoke and gas can be ex- 
hausted from the bowel during the operation. If 
such suction is not available, gas within the bowel 
may ignite or even explode. Also, means must be 
provided for exhausting fecal matter and fluids 
from the bowel. (Figure 8.) 

In most instances, anesthesia is not necessary or 


desirable. General anesthesia never should be em- 
ployed. When the lesion is close to, or in, the anus, 
or when adequate exposure cannot be obtained, 
caudosacral or low spinal anesthesia can be used. 

It is well to consider here, again, that although 
fulguration is an effective method great care 
should be exercised when selecting patients for this 
type of treatment. Sometimes a lesion may possess 
characteristics which are favorable for fulguration, 
yet to employ it may be unwise or even hazardous 
because of other unfavorable characteristics. 

Small, sessile lesions can be fulgurated with little 
regard to their position in the bowel. Large, sessile 
polyps require more careful consideration. If such 
a polyp must be fulgurated, the ideal situation for 
it is on the posterior wall of that portion of the 
rectum which is not covered by mesentery. In that 
location there is little danger of injuring any of the 
vital structures. 

Usually an accessible pedunculated polyp can be 
fulgurated, regardless of its size or position, pro- 
vided adequate exposure of the polyp and of the 
entire pedicle can be obtained. The method of ap- 
plying fulguration to such a polyp is important. 
The attack should not be made on the pedicle, 
with the purpose of causing the free-lying portion 
of the polyp to slough off quickly, in the hope of 
shortening the duration of the procedure and of 
the convalescence. It is better to proceed with cau- 
tion and to fulgurate the body of the polyp, even if 
fulguration cannot be completed at one time. In 
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this manner, the polyp will disintegrate, slough 
away slowly and probably will not leave an open 
vessel in the stump of the pedicle. Thus, the dan- 
ger of hemorrhage is reduced. 

Large, disseminated, polypoid lesions and those 
which are associated with diffuse hyperplasia of 
the mucous membrane respond poorly to fulgura- 
tion. Radical surgical treatment is indicated in such 
cases as these. 

OBSERVATION AFTER TREATMENT 

Regardless of the type of treatment employed, 
the physician is never justified in releasing the 


patient entirely from observation. This is particu- 
larly true in those cases wherein fulguration has 
been employed. In a few cases in which a single 
adenoma, or several adenomas, of the rectum or 
lower portion of the sigmoid have been fulgurated, 
the lesion has recurred. Moreover, I have observed 
that in 21 per cent of cases in which these lesions 
have been destroyed, other polyps have been dis- 
covered later in tissues adjacent to the site of the 
destroyed polyps. This confirms the opinion that 
some individuals have a tendency to grow polyps 
and, once a polyp has been discovered in a colon, 
its host should be examined periodically thereafter, 
whether symptoms are present or absent. 
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WOMEN PHYSICIANS HONORED 

T he one-hundredch anniversary of women’s entry into the medical profession was observed this 
year with ceremonies at which 17 contemporary women physicians of the United States, Canada, 
England, and France were honored for outstanding contributions in their fields. The date marking 
this century of progress was the anniversary of the graduation of Dr. Elizabeth Blackwell, first wom- 
an in the world to receive a medical degree. 

At the New York Infirmary, New York City, Elizabeth Blackwell citations were presented by 
Mrs. Frank A. Vanderlip, president of the board of trustees, to five New York women. In a cere- 
mony at Hobart and William Smith Colleges, Geneva, New York, Mrs. Eleanor Roosevelt announced 
the names of 12 chosen for honors from the international field. 

Those honored at the New York City observance were Dr. Lauretta Dendcr, for achievements in 
child psychology; Dr. Connie Myers Guion, internal medicine; Dr. Anna Hubert, surgery; Dr. May 
Wilson, pediatric cardiology, and Dr. Ada Chrcc Reid, cardiology. 

Cited at the Geneva ceremony were Dr. Priscilla White, Boston, for work in diabetes; Dr. Flor- 
ence R. Sabin, Denver, medical research; Dr. Alice Hamilton, Hadlyme, Connecticut, industrial 
medicine; Dr. Helen V. McLean, Chicago, psychiatry; Dr. Helen B. Taussig, Baltimore, clinical 
medical research; Dr. Margaret D. Craighill, Topeka, Kansas, military medicine; Dr. Mar^a May 
Eliot, Washington, public health; Dr. Gerty T. Cori, Webster Groves, Missouri, biochemistry and 
pharmacology; Dr. Helen MacMurchy, Toronto, child welfare and public health; Dr. Elisc S. L’Es- 
perance, New York, pathology and cancer prevention; Dr. Helen M. M. Mackay, London, pedi- 
atrics, and Dr. Therese Bertrand Fontaine, Paris, first French woman medccin dcs hopilaux. 


UNIVERSITY OF ILLINOIS INSTALLS BETATRON 

A 22-M1LL10N volt betatron for use in cancer research and ircalmcnt has been installed at the Uni- 
versity of Illinois College of Medicine, Chicago, which will pioneer in the medical use of this 
instrument. Tests by Professor Donald W. Kcrsl of the University’s physics department prove that 
the high energy betatron has the mcdic.il advantage of concentrating more effect inside the subject 
than the x-rays now in use for treating deep cancers. 



Emergency Treatment of Apoplexy 

GEZA DE TAKATS* 

UNIVERSITY OF ILLINOIS COLLP.GE OF MEDICINE, CHICAGO 


T he attitude of the medical profession toward 
strokes has become one of nihilism. This 
situation has arisen for several reasons; (i) 
There has not been a systematic effort to separate 
the three major causes, namely embolism, throm- 
bosis, and hemorrhage, from each other, although 
this can be done in the majority of instances. (2) 
The cerebral damage has been thought to be per- 
manent, irreversible, and unalterable. (3) Some 
patients have made such a good recovery without 
specific treatment except good nursing care, that 
any therapeutic attempt has been regarded with 
suspicion and thought to be superfluous and not 
responsible for the spontaneous improvement. 

It is difficult to estimate the number of strokes 
occurring day after day in this country but the 
tremendous amount of residual damage following 
apoplexy is obvious to everyone. At St. Luke’s 
Hospital, Dr. Gilbert and I studied 121 patients 
with apoplexy between igi^o and 1946 and found 
15 cerebral emboli, 53 cerebral thromboses, and 53 
cerebral hemorrhages. Table i indicates our diag- 
nostic criteria based on this material. 

CASE report’ 

A 37-ye.ir-old white woman was admitted to the Cleve- 
land Clinic Hospital on September 19, 1947, in a comatose 

•Department of Surgery, University of Illinois College of Medi- 
cine and St. Luke’s Hospital, Chicago. 

Presented November 12, 1948, before the meeting of the 
Interstate Postgraduate Medical Association of North America, 
Cleveland, Ohio. 

’This patient was presented to the Assembly through the cour- 
tesy of the local committee. She belongs to the group of cases in 
whom sympathetic block need not be done. 


state. According to the history obtained from the mother, 
she had been treated for high blood pressure for a year 
previously, but she never complained of headaches or 
visual disnirbances. She was found unconscious at work on 
September 17, 1947, and apparently had vomited. 

Lumbar puncture at a local hospiud on September iS 
revealed many red and white blood cells. There was a 
paralysis of the right arm and leg. Urinalysis revealed a 
4-b albuminuria; blood pressure was 220/110, pulse 92, 
respiration 24. The pupils were small, round, and equal, 
and reacted to light. Fundus e.xamination revealed 3-1- 
constriction and a-f- sclerosis of retinal vessels. A systolic 
prccordial murmur was present. There was right facial 
weakness, paralysis of the right arm and leg, right hyper- 
reflexia, and right Babinski. Lumbar puncture: initial pres- 
sure 220 mm, of water; 12 cc. pink cerebrospinal fluid re- 
moved; final pressure no mm. of water. The patient was 
conscious by September 20, but when she was discharged on ' 
September 24, she still had complete aphasia, right hemi- 
anopsia, and right hemiplegia. 

She was readmitted approximately three weeks later be- 
cause of increasing helplessness, and increased difficulty' in 
eating; she kept her head turned to the left. All the physi- 
cal findings present on die previous admission were still 
noted, in addition to bilateral papilledema with rednal 
hemorrhages and e.\udates, nuchal rigidity, and crepitant 
r.iles at the left base. Lumbar puncture again revealed xan- 
thochromic fluid and a high pressure. The initial pressure 
at the previous admission was 220; at this time, it was 190. 

An encephalogram made at this time was not diagnostic; 
she had right stellate block on October it, 1947, and it was 
not followed by any improvement. 

I would like to point out that she still shows considerable 
spasticity on die right hemiplegic extremity, so much so 
that she requires a brace to enable her to walk. She is re- 
gaining her speech gradually’. Her improvement has been 
rather slow, and it is my opinion that she had a cerebral 
hemorrhage. 

Cerebral embolism was diagnosed in patients 
with sudden cerebrovascular insult, who had an 
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obvious cardiac lesion for the source of the em- 
bolus, or who had had previous embolic episodes 
to the brain or elsewhere in the body, whose spina! 
fluid was clear and showed no elevation of pres- 
sure. The ages in this series of 15 patients varied 
from 18 to 60, the average being 53 years. The 
blood pressure varied from 110/80 to 210/100. 
Seven patients belonged to the hypertensive ar- 
teriosclerotic group and 8 to the rheumatic group. 
Of the 6 patients with cerebral emboli based on 
rheumatic heart disease only 1 died, a 40-year-old 
male, with heart failure; of the remaining 9 pa- 
tients having cerebral emboli as postcoronary com- 
plications and hypertensive cardiovascular disease, 
5 died. While this is of no statistical significance 
in such a small series, it is obvious that the prog- 
nosis is better in the rheumatic group. 

Cerebral thrombosis, or more appropriately cere- 
bral softening, shows areas of malacia or necrosis 
in the brain as a result of stenosis or hyalinization 
of arterioles, whereas an arterial thrombosis is sel- 
dom encountered. In this group of 53 patients, 9 
died in the attack. A fall in blood pressure and 
the anoxia of the inevitable bronchopneumonia of 
the unconscious patient seemed to transform the 
silent or latent cerebral softening to the clinical en- 
tity of “thrombosis” or even to death. 

To make a diagnosis of cncephalomalacia — not 
embolus and not hemorrhage— wc postulate a pa- 
tient afflicted with cardiovascular-renal disease, 
moderate hypertension, and an onset which is fre- 
quently gradual. While loss of consciousness was 
present in approximately one-half of the cases, it 
did not persist for many days. Increased intra- 
cranial pressure was not observed, the spinal fluid 
was clear, and if the pressure of the spinal fluid 
was elevated, it was part of the hypertensive en- 
cephalopathy. This group is really diagnosed by 
exclusion of embolism and hemorrhage from the 
causes of stroke. 

The average age of this group was 60.8 years. The 
average blood pressure need not be stressed since 
the study of the chans revealed that readings were 
determined at various stages of the attack and 
therefore are meaningless. It is an interesting fact, 
however, that postoperative or posicoronary hemi- 
plegias were noted to be accompanied by a pro- 
longed and rapid fall in blood pressure. This was 
also true in some strokes occurring during sleep. 
The onset was sudden in 25 and gradual in 28 of 
the patients. 

If the patient did not die of the attack or of 
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complicating bronchopneumonia, recovery was 
slow, improvement being noted in 20 and no im- 
provement in another 20 patients. Fatalities were 
recorded in 13 patients (24.5 per cent) all of them 
dying between the fifth and twenty-eighth day aft- 
er the accident. 


C erebral hemorrhage was diagnosed in 53 pa- 
tients; of these, 41 died within a few hours or 
days, a mortality of 77 per cent. The average age 
of this group was 58.9 years, ranging from 41 to 
8 d years. The average blood pressure was 213/120 
with extremes of 300/150 to 120/70. Again it 
should be pointed out that the vascular insult 
itself may modify the blood pressure readings but 
the tendency for the highest pressures among the 
three varieties of apoplexy is well defined in cases 
of hemorrhage. Only a few patients showed a 
gradual onset, hut even in these a deepening coma 
was observed. A sudden, fulminating onset was 
observed in 49, or 92 per cent, of the 53 patients. 
The spinal fluid was clear in 30 per cent. Over 
two-thirds of the patients had bloody spinal fluid 
and ihree-founhs had bloody spinal fluid or in- 
creased spinal fluid pressure (over 16a mm. of 
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TABLE 1 

Summary or Findings in 121 Cases or Apoplexy 


DIAGNOSIS 



r.MROI.US j 

Iir.MORIUIAGI- 

TIIROMIIOSIS 

( Cerebral 
softenhtg) 

Number of patients 

15 

53 

53 

Average blood pressure 

143/85 

213/120 

166/97 

Sudden onset, per cent 
Normal spinal fluid, 

100 

92 

47 

per cent 

Improvement noted, 

100 

1 

30 

90* 

per cent 

40 

9 

38 

Mortality, per cent 

40 

77 

24 


*No blood, but incrcnscd pressure due to hypertension. 


\vatcr). Ill massive hemorrhage ilie outlook was 
poor, only 9 per cent improving; 14 per cent were 
unimproved, and 77 per cent died (Table i). 

Attention should be called to the /act that in 
nonfatal hemorrhage the spinal fluid may be free 
of blood in one-third of the eases, and the pres- 
sure is not elevated in one-fourth of the eases. On 
the other hand in patients with cerebral softening, 
the spinal fluid pressure was increased in 10 per 
cent of the cases, due to hypertension. A second 
spinal tap done four to five days after the original 
insult may reveal red celhs, frank blood, or in- 
creased pressure in patients with a slow leak of 
their intracerebral hemorrhage in the ventricular 
system or to the surface of the brain. 

COURSE OE EVENTS IN THE IIRAIN 

Our knowledge regarding the vascular phe- 
nomena in the cranial cavity following a stroke is 
based on animal experiments studied through a 
transparent window in the skull, on occasional 
operative findings in man, and on a huge mass of 
postmortem observations. The most clearcut evi- 
dence of a vasomotor storm is found after an ex- 
perimental embolus, when the vessels of the pia 
are seen to contract around the embolus. Interest- 
ingly this docs not occur in air-embolism, but only 
in thrombo-embolism. Small cerebral emboli arc 
often seen in fibrillators suffering from rheumatic 
heart disease or in patients with intraventricular 
thrombi following myocardial infarction. 

Patients with so-called cerebral thrombosis real- 
ly seem to have a gradual narrowing and sclcro.sis 
of their cerebral vessels; the ischemic areas of the 
brain undergo softening. The areas of malacia get 


a slight blood .supjdy through the main channel 
and some collateral channels, which exist in the 
brain just as elsewhere. When blood prc.ssurc falls 
during sleep, in shock after a coronary occlusion, 
after a pulmonary cmbolu-s, or during a surgical 
operation, the partial anoxia becomes total, and 
signs and symptoms of a cerebrovascular accident 
occur. In this softened area hemorrhage may occur 
through diapedesis. 

In hemorrhage, rupture of a normal vc.sscl can 
hardly occur with blood pressures of 300 milli- 
meters of mercury. It is necessary that the wall be 
weakened by hyalinization, aneurysm formation, 
or such increase in fragility that sudden fluctua- 
tion.? of pressure produce pctccbinc or coalescent 
hemorrhages. The Rumpcl-Leede test for capillary 
fragility is surprisingly often positive in late stages 
of hypertension, in avitaminosis, in allergies, in 
chronic alcoholism, and many other states. 

The diabetic retinopathy with hemorrhages 
.seems to be favorably influenced by rutin (the 
permeability vitamin) and hence its administra- 
tion to patients suffering from cerebral hemor- 
rhage may have preventive value. Since 20 per 
cent of 1,200 hypertensives showed increased capil- 
lary fragility, at least tliis group should get rutin 
for prophylaxis of cerebral hemorrhage. 


T here may be, of course, other reasons for acute 
cerebral anoxia, such as a long-lasting nitrous 
oxide anesthesia with insufficient oxygen supply, or 
a prolonged operation on an exsanguinated indi- 
vidual, on a blue baby, or hypertensives used to 
higher pressure. With the advent of the long- 
lasting operations, with or without profound loss 
of blood, the involvement in cerebral circulation 
must be considered. 

From the standpoint of localization it should be 
remembered that the majority of vascular acci- 
dents occur in the region of the internal capsule, 
from where the motor, the sensory, and visual phe- 
nomena originate. The lesion in the basal ganglia 
affects the extrapyramidal system and thus is re- 
sponsible for the rigidity of the hemiplegic limb. 
The cortex itself may only be involved in collateral 
edema and produce flaccidity. Flaccidity followed 
by spasticity means the disappearance of cerebral 
.shock and is the expression of the actual organic 
damage. We shall sec that in our therapeutic at- 
tempts this phenomenon is of significance. 

The internal capsule is supplied by the perfor- 
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ating branches of the middle cerebral artery, which 
have been compared to the bristles of a beard. 
These are the vessels most frequently involved in 
a cerebrovascular accident and, depending on the 
extent of hemorrhage or softening, there will be 
contralateral hemiplegia, sensory changes, facial 
changes, and sometimes ipsilateral involvement. It 
is well for all of us treating cerebral vascular 
lesions to have at least a rough conception of the 
area involved. 


OUTLINE OF TREATMENT 

T he earlier treatment is begun the better are the 
chances for hastening restitution. A brief 
cardiovascular and neurologic examination is done 
and the history is obtained from the relatives. The 
patient is immediately placed in an oxygen tent; 
this not only helps his anoxia but may indirectly 
aid his aortic depressor and carotid sinus refle.xes. 
If signs of increased cerebrospinal pressure are 
dominant, a spinal tap is done and spinal pressure 
is measured. Frank blood indicates cerebral or sub- 
arachnoid hemorrhage. Marked hypertension with 
signs of increased venous pressure in the neck re- 
quires venesection, which is done slowly, not more 
than 300 cc. of blood being removed at one time. 
Unless coma is deepening and a terminal condi- 
tion is obvious, and if massive hemorrhage can be 
reasonably excluded, a sympathetic block is per- 
formed with the patient in the reclining or semi- 
sitting position in his bed. 

For diagnostic and therapeutic purposes we 
have generally preferred the anterior approach to 
the sympathetic chain. The method used is as fol- 
lows: The patient’s neck is slightly hyperextended 
by placing a small pillow under the shoulder blade 
of the same side; the head is turned away from 
the site of injection. With an applicator dipped in 
iodine, a line is drawn from the mastoid process 
to the clavicle, through the tips of the palpable 
transverse processes. A dermal wheal with i per 
cent procaine (without epinephrine) is placed over 
the tip of the seventh transverse process. A 4-inch 
(9 cm.) 22'gaugc needle is inserted through this 
wheal. It must shortly make contact witli the tip 
of the transverse process, which is quite super- 
ficial. Then the needle slides along the superior 
border of the transverse process until it contacts 
the body of the sixth cervical vertebra. Aspiration 
is now made for air bubbles, for blood, and for 
spinal fifiid; if this is negative, 10 cc. of 1 per cent 


TABLE 2 

Apoplexies — Criterls of I.mprovement Following 
Stellate Block 


) NUMBER OF rATfENTS 

Regained consciousness 

6 

Regained speech 

5 

Improved speech 

12 

Motor improvement | 

8 

Abolished flaccid paralysis I 

• 10 

No improvement | 

1 9 


procaine solution are injected, aspirating repeated- 
ly during this procedure. 

A successful block must be followed within ten 
to fifteen minutes by a Horner’s syndrome, by a 
dilatation of the conjunctival vessels, by a dryness 
and increased warmth of the face and ear lobes on 
the injected side, and by a rise in temperature and 
dryness of the corresponding upper extremity. Un- 
less a Horner’s syndrome develops, the injection 
must be regarded as faulty and should be repeated. 

This cervical injection is done on the side of the 
lesion; this is not immediately obvious when the 
patient is seen quite early, since he may be quadri- 
plegic and have a flaccid paralysis, though either a 
f.acial involvement or a beginning sensory change 
may point to the side of involvement. Dilatation 
of the pupil is more frequent on the contralateral 
side. Loss of pupillary reaction is again more fre- 
quent in hemorrhage. 

If improvement is to follow cervical sympathetic 
block, it should be noticed within the next ten 
minutes. The improvement may then continue and 
should a relapse occur, the patient must be rein- 
jected. We have not given these injections more 
often than once every twenty-four hours, but they 
might be given even eight to twelve hours apart if 
improvement is followed by sittns of deterioration 
(Table 2), 

A total of 105 injections have been given to 50 
patients. More than half of these patients received 
only one injection, since in our early experience 
we were not sufficiently aware of the importance 
of reinjecting the patient if the first injection 
seemed useful. Today it is customary to inject the 
cervical sympathetics daily until no further im- 
provement is noted. It also seems that bilateral 
sympathetic block is more eflcctivc, at least in the 
animal experiment, but no simultaneous injections 
have been made in this series. 



i88 


POSTGRADUATE MEDICINE 


TABLE 3 

Results Correlated with the Time Euapsed Between 
Onset and Steluate Block 



1 NUMRER OF P.ATIENTS 

j l.MPROVE.ME.NT 

First hour 

5 

4 

2 to 6 hours 

s 

6 

6 to 12 hours 


5 

12 to 24 hours 

5 

3 

24 to 4S hours 

20 

3 

^[ore th.in 4S hours 

5 

0 


THE TIME FACTOR 

Gradually we have come to recognize the fact 
that, at least in the big cities, the patient must 
actually be in the hospital for some other reason 
when the cerebrovascular accident occurs so that 
the injection can be given immediately. Of the 5 
patients injected within the first hour, i was a 
visitor, I a blue baby who developed a hemiplegia 
during the e.xposure of the tetralogy of Fallot, x was 
in the hospital for a coronary occlusion, and 2 had 
had previous peripheral emboli and were fibrillat- 
ing (Table 3), 

DISCUSSION 

I N SPITE of the theoretical considerations which 
made it seem unlikely that the temporary elim- 
ination of vasomotor tonus of the cerebral vessels 
would effectively influence die deranged cerebral 
circulation following apoplexy, our clinical ob- 
servations leave no doubt that in properly selected 
cases injected at the earliest possible moment, an 
acceleration of the phase of restitution may be ex- 
pected. By this we mean that in all cerebrovascular 
accidents, surrounding the ischemic or hemor- 
rhagic infarct, there exists a zone of stasis, vaso- 
paralysis, and exudation of plasma. This has been 
seen in the experimental animal through a window 
in the skull by Villaret and Cachera. They also 
demonstrated the development of a collateral net- 
work around the infarcted areas and the existence 
of segmental spasms and dilatations in the non- 
obstructed vessels. They showed that these func- 
tional changes must be activated by an irritative 
sensory lesion of the obstructed vessels, since air- 
embolism, while producing complete vascular 
block, never was accompanied by such phenomena. 
Their observations, however, relate to the vessels 
of the pia which are known to have more vaso- 
motor control than those of intracerebral vessels. 

A second observation, which indicates the wide- 
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Figure i. Electro-encephalogram report, St. Luke’s 
Hospital, May 27, 19.48. ^lale, 76 years of age; clinical 
diagnosis, left hemiplegia. Record shows irregular slow 
wave focus of iJ4 to 2/seconds frequency in the right 
temporal, right anterior temporal, and bifronral leads. 
Background activity about 7/seconds. Impression: 
Slow wave focus centering in the right frontotemporal 
area. 


spread cerebral damage a great distance from the 
original lesion, can be found in the histologic 
studies of Evans and Scheinker who found diffuse 
cerebral atrophy accompanying focal injuries in 
head trauma. They reported that the white matter 
stands the collateral edema and stasis much more 
poorly and that the hypoxia here is followed by 
diffuse gliosis. While recently there has been a 
tendency to minimize the importance of cerebral 
swelling in concussions, the accurate measurement 
of White, Brooks, Goldthwaite, and Adams show- 
ed that edema and congestion are present, due to 
e.xtravasation of fluid through permeable anoxic 
capillary membranes. 
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The question then arises, can sympathetic block 
relieve such stasis by (i) releasing the arteriolar 
spasm proximal to it; (2) improving venous drain- 
age and thereby also decreasing intraventricular 
and intraspinal pressure, or (3) by so affecting the 
extracerebral portion of the carotids that more 
blood may be brought to the brain. Such studies 
are now under way. 

Additional evidence that sympathetic block radi- 
cally changes the function of the brain following a 
vascular accident is provided by electro-enceph- 
alograms taken before and fifteen minutes after a 
successful block in a case of cerebral thrombosis 
(Figures i and 2). It will be noted that the slow 
foci in the left frontal, right frontal, right tem- 
poral, and right anterior temporal leads have all 
been accelerated and have taken on a normal 
pattern. 





TREATMENT 

O N THE basis of our conception, the following 
therapeutic measures seem indicated in acute 
cerebrovascular accidents. 

In patients with cerebral embolism, an oxygen 
tent, medication for slowing of rapid fibrillation, 
stellate block, and anticoagulants are ordered. 
Dicumarol may be kept up for weeks and months 
according to a schedule we have discussed else- 
where. 

In patients with cerebral thrombosis, an oxygen 
tent, venesection in case of hypertension, stellate 
block, and release of increased spinal fluid pressure 
are indicated. 

In patients with cerebral hemorrhage, an oxygen 
tent, slow spinal drainage, and neurosurgical con- 
sultation for possible evacuation of clots may be 
considered. No sympathetic block need be done. 
In all three varieties of apoplexy, hypertonic 
sucrose or concentrated albumin with 5 to 714 gr. 
(0.24-0.5 gm.) of aminophylline given intravenous- 
ly should improve the cerebral edema. There is 
some evidence that aminophylline lowers spinal 
fluid pressure and its use seemed to us more ra- 
tional than the extreme dehydration advocated in 
patients with cerebrovascular accidents or with 
head trauma. 


ADDiriOSAL ME.ASURES 

Pulmonary ventilation — An embarrassed cerebral 
circulation is greatly handicapped if the oxygen 
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Fi^re 2. Electro-encephalogram report, St, Luke’s 
Hospital, May 27, 19^8. Male, 76 years of age. All 
slow activity decreased. Focus reduced and entire record 
looks more normal. Impression: greatly improved. 
(Tracing obtained immediately after stellate nerve 
block on right side of neck. Horner’s syndrome present 
in right eye.) 


exchange in the lungs is diminished. It is not 
enough, however, to place the unconscious or 
slightly cyanotic patient in an oxygen tent and 
leave him in the half-sitting position. Mucus and 
bronchial secretion collect in astonishing quanti- 
ties in the tracheobronchial tree of the apoplectic 
patient, just as in head trauma. It is likely that, 
just as in pulmonary embolism and in reflex pul- 
monary atelectasis following chest trauma, this 
wet lung is the result of vagal stimulation which 
here is of central origin. 

Since the majority of patients who survive the 
first forty-eight hours of the apoplectic insult die 
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of pneumonia, postural drainage of the tracheo- 
bronchial tree is an important and much-neglected 
measure in the unconscious patient. The patient is 
placed on his side, rather than on his abdomen, 
and the foot of the bed is slightly elevated. Mucus 
may be aspirated from the mouth and phar\'nx 
through a No. 14 French catheter. A metal airway 
may be inserted if necessary’. Aminophylline and 
atropine may be used if secreuon is c.vccssivc. It 
is astonishing how good postural drainage and 
some pharmacologic inhibition of bronchial ob- 
struction and secretion may clear up neurologic 
signs due to anoxia and prevent the greatest single 
cause of mortality. 

Nutrition — If after twenty-four hours the patient 
is still unconscious, parentcrally administered 
fluids are substituted by hourly feeding through a 
Levine tube, keeping the patient’s protein and 
vitamin requirements in mind. Dehydration, as 
practiced so e.\'tensivcly at one time in cases of 
head injuries, need not be carried out, and a fluid 
intake of 2,000 to 3,000 cc. of liquids should be 
maintained. Twenty-five per cent albumin intrave- 
nously gives excellent nourishment and serves a 
more useful measure against the wet brain than 
glucose or sucrose injections. 

Urinary drainage—Overdhtenuon of the bladder 
in the stuporous patient should not be allowed to 
persist; both retention and incontinence are en- 
countered and these should be treated according 
to present-day urologic principles. The wet soiled 
linen greatly contributes to the occurrence of de- 
cubitus ulcers. 

Sedation — Stuporous or unconscious patients re- 
quire no sedadon. Resdess patients may have 
phenobarbital 0.6 to 0.2 gm. (i to 3 gr.), bromides 
1.2 to 2q gm. (20 to 40 gr.), chloral hydrate 1,2 to 
2.0 gm. (20 to 30 gr.), or paraldehyde 4 to 12 cc. 
(i to 3 drams) per rectum. For patients with se- 
vere restlessness or delirium, intravenous pentothal 
or amytal may be needed but narcodcs are to be 


avoided for several reasons. Their miotic effect 
prevents the development of localizing eye signs, 
they depress the activity of the respiratory and 
cardiovascular mechanisms, they increase intra- 
cranial tension, they may e.xert undesirable side 
effects on the gastrointestinal tract, and finally as 
sedatives they do not calm the patient any more 
than the above mentioned less noxious agents. Gen- 
erally speaking the apoplectic patient should have 
the benefit of treatment developed by neurosur- 
geons in cases of head trauma. These principles 
have not been consistently applied to the patient 
suffering from strokes. 

Surgical exploration in apoplexy — This method 
of attack is still in its infancy. As Aring pointed 
our, every massive cerebral hemorrhage abos'e a 
certain size is fatal. Our mortality in the present 
series is 77 per cent and here is a neurosurgical 
problem which needs to be attacked before the 
blood reaches the intraventricular system. Ventric- 
ulograms and aneriograms may be helpful in 
localizing the hemorrhage. The indications and re- 
sults of such clot evacuations in cases of spontane- 
ous intracerebral hemorrhage are yet unknown. 

SU.MM.VP.V 

Attention has been called to the importance of a 
differentiation between cerebral embolism, throm- 
bosis (or softening), and hemorrhage. The impor- 
tance of collateral stasis, vasoparalysis, and edema- 
accompanying the cerebrovascular accident has 
been stressed. In 50 patients the cervical sympa- 
thetic trunk was blocked with procaine on the 
side of the apoplexy. Good response was obtained 
in 41 of these. Regaining of consciousness, of 
speech, motor improvement, and conversion of 
flaccid into spastic paralysis were also observed. 
Other methods of combating cerebral edema and 
stasis may be added. A less passive attitude in the 
treatment of apoplexy is suggested. 


SALMON MEMORIAL LECTURER NA\fED 

D r. Stanley Cobb has been named the Salmon Memorial Lecturer for 1949 by the Salmon 
Committee on Psychiatry and Mental Hygiene, appointed by the New York .Ycademy 
of Medicine. Dr. Cobb is Bullard professor of neuropathology' at Hars'ard Medical School- a 
post he has held since 1926. He has been psychiatrist in chief of the Massachusetts General 
Hospital for the past fifteen years. Every' year since 1932 the Salmon Committee hxs chosen 
as lecturer an outstanding specialist in the field. 



Public Understanding of the Vitamins 

ROBERT S. GOODHART* 

NEW YORK 


T here is a great deal that we do not know 
about the vitamins, their methods of ac- 
tion within the body, and the metabolic 
dysfunctions associated with their absence or 
deficiency. There is ample information, how- 
ever, to permit physicians and the general 
public to evaluate intelligently the probable 
importance of the vitamins in tlieir daily diets 
and in therapeutics. 

Much of the confusion that exists in the 
minds of many people appears to arise from 
the failure to comprehend the basic nature of 
the vitamins as essential nutrients which do not 
themselves produce energy or body tissues but 
without which neither energy nor tissue can 
be manufaemred by the living body. Those 
vitamins for which specific biochemical func- 
tions have been found, e.g., thiamine, ribofl.avin 
and niacin, have been shown to act within the 
body as components of enzyme systems essen- 
tial for the metabolism of fats, carbohydrates, 
and proteins, as components of mechanisms 
necessary for the transport of fat and as sources 
of habile methyl groups (choline), or as essen- 
tials for the formation of other specific biologic 
substances (vitamin K and prothrombin, vita- 
min A, and rhodopsin). General understand- 

•Scientific Dirictor. 'Hic National Vitamin Foundation. Inc., 
New York. 


ing of the sparking and mediating roles of tire 
vitamins in metabolism would do much to- 
ward resolving popular misconceptions and tire 
frequently senseless arguments about the rela- 
tive merits of natural foods and the synthetic 
vitamins. 

The vitamins are useless without substrata 
upon which to act or media in which to oper- 
ate, without carbohydrates, protein, fat, water, 
oxygen, and certain minerals. The proper foods 
are essential for health and the vitamins, either 
natural or synthetic, are essential for the effi- 
cient and optimal utilization of ingested food- 
stuffs by the body. 

It is true that natural foods contain, in addi- 
tion to other essentials, a number of vitamins 
and vitamin-like substances which are not 
available in the synthetic form. It is also true 
that most of the foods eaten by the average 
American are not natural foods in the sense 
that they contain all of the nutrients of the 
freshly harvested, mature products. Most of the 
foods which we eat have suffered losses of im- 
portant dietary essentials through premature 
harvesting and through storage, processing, 
kitchen preparation, cooking, and serving. 
Thus, although it is important that we choose 
our foods wisely, according to the approximate 
content of essential nutrients, it is not always 
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of pneumonia, postural drainage of the tracheo- 
bronchial tree is an important and much-neglected 
measure in the unconscious patient. The patient is 
placed on his side, rather than on his abdomen, 
and the foot of the bed is slightly elevated. Mucus 
may be aspirated from the mouth and pharynx- 
through a No. 14 French catheter. A metal airway 
may be inserted if necessary. Aminophylline and 
atropine may be used if secretion is excessive. It 
is astonishing how good postural drainage and 
some pharmacologic inhibition of bronchial ob- 
struction and secretion may clear up neurologic 
signs due to anoxia and prevent the greatest single 
cause of mortality. 

NtUrition — If after twenty-four hours the patient 
is still unconscious, parenterally administered 
fluids are substituted by hourly feeding through a 
Levine tube, keeping the patient’s protein and 
vitamin requirements in mind. Dehydration, as 
practiced so extensively at one time in cases of 
head injuries, need not be carried out, and a fluid 
intake of 2,000 to 3,000 cc. of liquids should be 
maintained. Twenty-five per cent albumin intrave- 
nously gives excellent nourishment and serves a 
more useful measure against the wet brain than 
glucose or sucrose injections. 

Urinary drainage — Overdistention of the bladder 
in the stuporous patient should not be allowed to 
persist; both retention and incontinence are en- 
countered and these should be treated according 
to present-day urologic principles. The wet soiled 
linen greatly contributes to the occurrence of de- 
cubitus ulcers. 

Sedation — Stuporous or unconscious patients re- 
quire no sedation. Restless patients may have 
phenobarbital 0.6 to 0.2 gm. (i to 3 gr,), bromides 
1.2 to 2.4 gm. (20 to 40 gr.), chloral hydrate 1.2 to 
2.0 gra. (20 to 30 gr.), or paraldehyde 4 to 12 cc. 
(i to 3 drams) per rectum. For patients with se- 
vere restlessness or delirium, intravenous pentothal 
or amytal may be needed but narcotics are to be 


avoided for several reasons. Their miotic effect 
prevents the development of localizing eye signs, 
they depress the activity of the respiratory and 
cardiovascular mechanisms, they increase intra- 
cranial tension, they may exert undesirable side 
effects on the gastrointestinal tract, and finally as 
sedatives they do not calm the patient any more 
than the above mentioned less noxious agents. Gen- 
erally speaking the apoplectic patient should have 
the benefit of treatment developed by neurosur- 
geons in cases of head trauma. These principles 
have not been consistently applied to the patient 
suffering from strokes. 

Surgical exploration in apoplexy — This method 
of attack is still in its infancy. As Aring pointed 
out, every massive cerebral hemorrhage above a 
certain size is fatal. Our mortality in the present 
series is 77 per cent and here is a neurosurgical 
problem which needs to be attacked before the 
blood reaches the intraventricular system. Ventric- 
ulograms and arteriograms may be helpful in 
localizing the hemorrhage. The indications and re- 
sults of such clot evacuations in cases of spontane- 
ous intracerebral hemorrhage are yet unknown. 

SUMMARY 

Attention has been called to the importance of a 
differentiation between cerebral embolism, throm- 
bosis (or softening), and hemorrhage. The impor- 
tance of collateral stasis, vasoparalysis, and edema, 
accompanying the cerebrovascular accident has 
been stressed. In 50 patients the cervical sympa- 
thetic trunk was blocked with procaine on the 
side of the apople.xy. Good response was obtained 
in 41 of these. Regaining of consciousness, of 
speech, motor improvement, and conversion of 
flaccid into spastic paralysis were also observed. 
Other methods of combating cerebral edema and 
stasis may be added. A less passiye attitude in the 
treatment of apoplexy is suggested. 


SALMON MEMORIAL LECTURER NAMED 

D r. Stanley Cobb has been named the Salmon Memorial Lecturer for 1949 by the Salmon 
Committee on Psychiatry and Mental Hygiene, appointed by the New York Academy 
of Medicine. Dr. Cobb is Bullard professor of neuropathology at Harvard Medical School, a 
post he has held since 1926. He has been psychiatrist in chief of the Massachusetts General 
Hospital for the past fifteen years. Every year since 1932 the Salmon Committee has chosen 
as lecturer an outstanding specialist in the field. 
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tlie great majority of the people in this coun- 
try the possibility of obtaining an adequate 
diet, The Food and Nutrition Board of The 
National Research Council examined all of 
the available experimental data and prepared 
a table of Recommended Dietary Allowances 
(Table i) designed to meet "the immediate 
needs of normal persons witli relatively low 
efficiency.” It is recommended that physicians 
use this guide in estimating tlie adequacy of 
the diets of “healthy” persons, bearing in mind 
that some individuals will require more than 
the recommended amounts of certain nutrients 
and that the Recommended Dietary Allow- 
ances refer to nutrients actually ingested and 
not as present in foods when purchased. 


A LL DIETARY survcys in tills country indicate 
jt\ a marked prevalence of dietary inade- 
quacies as judged by the Recommended Diet- 
ary Allowances.” For the reasons indicated 
above, tliis is not synonymous with the preva- 
lence of nutritional deficiencies. 

The anatomic and biochemical criteria pre- 
sently advocated and used in nutrition surveys 
for the determination of the prevalence of 
mild and chronic vitamin deficiency states are 
unsatisfactory. Very few of the anatomic lesions 
have been proved to be pathognomonic of spe- 
cific vitamin deficiencies and in the produc- 
tion of some of them other traumatic factors 
may be of major importance. Serious func- 
tional disturbance may precede the develop- 
ment of objective anatomic signs by a con- 
siderable period of time and may be present 
when casual determinations of blood and urine 
vitamin content show levels within the normal 
range. Nevertlieless these tests are useful when 
applied to large groups of the population, as 
indications of the probable prevalence of cer- 
tain vitamin deficiencies. The results of chemi- 
cal studies and of the medical assessment of 
nutritional status are in agreement with those 
of dietary surveys in suggesting a high inci- 
dence of mild and chronic vitamin deficiency 
in the population of tlie United States." 

The order of frequency of tlie common 


vitamin deficiencies appears to be about as fol- 
lows: vitamin A, riboflavin, niacin, ascorbic 
acid, vitamin D, and thiamine. The order of 
frequency varies, of course, in different sections 
of the country, in different economic and social 
groups, and in different diseases. It must be re- 
membered, also, that a deficiency of a single 
vitamin practically never occurs in man. Multi- 
ple deficiency is the rule and multivitamin ther- 
apy is the treatment of choice. 

It cannot be overemphasized that preven- 
tion of the development of nutritional deficien- 
cies is much more efficient, in terms of con- 
serving the health and of prolonging the active, 
productive life of the individual, than periodic 
attempts to correct nutritional deficiency states. 
Therapeutic amounts of the vitamins are five 
to ten times greater than optimum mainte- 
nance amounts and therapy generally must be 
continued over months and even years. Some 
of the anatomic lesions of vitamin deficiency 
are not subject to correction. If the age of onset 
of senescence is influenced at all by nutritional 
status, the initial effect occurs early in life and 
proper dietary habits should be inculcated 
early in childhood. 

The water-soluble vitamins are not well 
stored by the body and in order to insure good 
nutrition tlie daily intake of them should be 
adequate. In all disease states where the re- 
quirement is increased, or the absorption or 
utilization is decreased, the vitamin intake 
should be increased. Periodic deficiencies may 
be the cause of chronic abnormalities. 

It is theoretically possible to prevent the de- 
velopment of any degree of vitamin deficienq’ 
in a well individual by dietary means alone. It 
seems to me that tliis would be extremely un- 
likely in the presence of disease and I doubt 
that any individual goes through life without 
at some time or other developing a vitamin de- 
ficiency, the scars of which he carries to his 
grave. 

It is senseless to attempt therapy of vitamin 
deficiency states with “natural” foodsmffs alone, 
when the syntlietic vitamins and vitamin con- 
centrates are available. It is not fair to the pa- 
tient to deny him therapeutic amounts of these 



POSTGRADUATE MEDICINE 


196 


substances when he presents signs and symp- 
toms known to be associated widi vitamin de- 
ficiency states. The physician has a respon- 
sibility' to keep himself acquainted with the 
positive and suggestive signs and symptoms of 
mild and chronic vitamin deficiency states. 
Nutrition is not merely a branch of medicine, 
it is a foundation stone for health. 

SUMMARY 

The vitamins are neither dangerous drugs 
nor panaceas. They are accessory food sub- 
stances necessary for tlie metabolism of other 
foodstuffs and the discharge of important body 
functions. They are of no value to the body in 
the absence of a substratum upon which to act 
and the synthetic vitamins cannot be substi- 
tuted for customary foods. 


Most farm products eaten by civilized man 
have undergone changes since harvesting and 
should not be considered to be “natural.” 
Among odier nutrients, certain vitamin losses 
occur in harvested foods by the time they are 
eaten. To compensate for these losses by the 
vitamin fortification of important staple foods 
or by the use of polyvitamin preparations con- 
stitutes a sensible and desirable procedure in 
preventive medicine. 
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I iv'ER extract or folic acid or both are effective 
in only a definitely limited number of con- 
ditions, namely, certain of the macrocytic 
anemias which are associated with megaloblastic 
hyperplasia in the marrow, by which we mean that 
the marrow contains very immature cells of the 
red cell series. This group of diseases includes per- 
nicious anemia, which is by far the most common 
type of this anemia seen in this part of the country. 
It also includes sprue, both the tropical and non- 
tropical varieties, of which, of course, we see very 
little here; certain macrocytic anemias of preg- 
nancy which are not common in my own experi- 
ence; certain nutritional deficiency anemias which 
produce anemia similar in appearance to that of 
pernicious anemia and which Dr. Tom Spies de- 
scribes, particularly in people living in the South; 
and, finally the macrocytic anemia of infancy, usu- 
ally seen in children under 2 years of age, and 
particularly in those children who have been on 
diets containing milk substitutes. 

It is important to note at least theoretically that 
all these anemias which do respond cither to liver 
extract or folic acid are associated with megalo- 
blastic hyperplasia in the marrow. It does not mean 
that one necessarily has to demonstrate this in each 
of his patients, but it does mean that one must 
know that type of disorder is present in the mar- 
row, because in the absence of the megaloblastic 
hyperplasia in the marrow these therapeutic mate- 
rials are not effective. 

DIAGNOSIS OF PERNICIOUS ANEMIA 

So far as the diagnosis of pernicious anemia is 

•Asjocutc Profwor of Medicine, Western Rc'.crve Umvmity 
School of Medicine. 

rfBcntcd Nm-cmhcr lo, 1948, Icfotc the nK-clIni: of Ihc tnicr- 
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concerned (and I should like to devote most o£ 
my discussion to pernicious anemia because it is 
the most common type of these anemias), it is, of 
course, necessary to do certain laboratory proce- 
dures in addition to a history and physical exami- 
nation. These, however, are not so complicated 
that they cannot be done by any physician who 
has facilities for performing a red blood count and 
hemoglobin determination. We find a reduction in 
the red blood cell count and hemoglobin, in addi- 
tion to which there is almost uniformly, in perni- 
cious anemia in relapse, a reduction in the white 
blood count and the number of blood platelets. 

One thing that is useful in making a diagnosis 
of pernicious anemia is demonstrated in Figure i, 
in which we sec the various blood indices. The 
mean corpuscular volume expresses the volume 
of the erythrocyte, the mean corpuscular hemo- 
globin gives the weight of hemoglobin in the red 
cell, and the mean corpuscular hemoglobin con- 
centration shows the percentage of the cell which 
is hemoglobin. It is not necessary to figure out all 
of these for the clinical diagnosis of pernicious 
anemia. 

I should like to call your attention particularly 
to the color index. You are all familiar with this, 
1 am sure. It is calculated by dividing the percent- 
age of hemoglobin by the percentage of the red 
blood count. In order to express a value in per 
rent, something has to be considered a hundred 
per cent, which makes this a little bad, but for 
ordinary purposes in figuring the color index we 
.assume a red blood count of 5,000,000 per cu. mm. 
to be 100 per cent of normal and a hemoglobin of 
15 or 15.6 gm. per too ml. to be too per cent of nor- 
m.il. If one then had a patient with a red blood 
count of 5,000,000 and a hemoglobin of 15.6 gm, 
the color index would he or r. So normally the 
color index is unity. 
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In pernicious anemia the color index is elevated, 
which means that each of the red blood cells is 
carrying a greater than normal amount of hemo- 
globin. For example, one might find a pernicious 
anemia patient with a red blood count of, let us 
say 2,000,000, which is 40 per cent of normal, but 
instead of the hemoglobin being 40 per cent it 
might be 60 per cent of normal, so that the color 
index would become a color index of 1.5, or 
greater than unity. 

We can tell by looking at the red blood cells on 
the smear that something is changed. Some nor- 
mal red blood cells (Figure 2) may be compared 
with red blood cells of pernicious anemia (Figure 
3). The normal cells are more or less uniform in 
size and shape and in their staining reaction. The 
white cell is a lymphocyte. 

When pernicious anemia is present, the cells tend 
to be larger. There are many large cells, as can be 
seen in Figure 3. You can see, however, that there 
are also small cells, so that there is considerable 
variation in size of the red blood cells. Then you 
observe the odd-shaped cells such as a sickle cell, 
a tear-drop shape, and others. In pernicious anemia 
there is an increase in size of the red blood cells 


and a variation in the size and shape of the cells. 

In addition to these things, it is necessary, in order 
really to establish a diagnosis of pernicious anemia, 
to do a little more laboratory work. One of the 
things that should certainly be done is a gastric 
analysis. Patients with pernicious anemia are lack- 
ing in gastric hydrochloric acid. If one finds hydro- 
chloric acid in the stomach of a patient, one can be 
sure that pernicious anemia is not present. The con- 
verse is not ncce.ssarily true. That is to say, some 
normal people do not have free hydrochloric acid 
in the .stomach, but no patient with pernicious 
anemia has gastric hydrochloric acid. In order to 
be sure of this it is necessary to give the patient 
histamine. 

Histamine is one of the most potent stimulators 
of gastric secretion of tvhich ^ve know. We give 
tiic patient 0.5 mg. or 1.0 mg. of histamine subcu- 
taneously and see if there is any acid present in the 
stomach twenty or forty minutes after such ad- 
ministration. In pernicious anemia there is no free 
hydrochloric acid after histamine is administered. 
It is very important that this test be performed if 
you decide you are going to make a diagnosis of 
pernicious anemia, because if there is hydrochloric 
acid in the stomach, that patient does not have per- 
nicious anemia and it means that you do not have 
to treat the patient the rest of his or her life with 
liver extract. Once you make a diagnosis of per- 
nicious anemia you arc committed to treat this 
patient regularly the rest of his life. It is a shame 
to do that if true pernicious anemia is not really 
present. 

F or clinical purposes 1 think that is enough lab- 
oratory work. In other words, you demonstrate 
that an anemia is present; you demonstrate that 
the red cells arc large by noting what the color in- 
dex is and by looking at the red blood cells on the 
smear; and you demonstrate that the patient has 
no acid. Having done that, you are certainly justi- 
fied in making a working diagnosis of pernicious 
anemia and seeing what happens with treatment. 

Figure 4 shows what does happen when a pa- 
tient with pernicious anemia is treated with an 
active material, which in this case was folic acid. 
When a patient is treated with any active material, 
cither liver extract or folic acid, one of the first 
changes is a rise in reticulocytes. The chart shows 
daily reticulocyte counts recorded. It is not abso- 
lutely necessary to do daily reticulocyte counts, be- 
cause while it is true that the reticulocytes go up 



AN'TIPERNICIOUS ANEMIA SUBSTANCES: HEINLE 


199 


Vol. (cc. per 1,000 cc.) 
R.B.C. (in millions) 

Hb. (gm. per 1,000 cc.) 
R.B.C. (in millions) 


= corpuscular volume 
in C./X 


Vol. per cent 
R.B.C,, per cent 


— corpuscular hemoglobin 
in 10-ia gm. 


Hb., per cent 
R.B.C, per cent 


Hb. (gm. per 100 cc.) r . 1 • 

,,”7 / ^ — = proportion of hb. in cell: ,, ; 

Vol. (cc. per 100 cc.) ^ ^ ' Vol., per cent 


= volume index 
= color indc.x 


= saturation index 


Figure i. Blood in- 
dices useful in mak- 
ing diagnosis of per- 
nicious anemia as ex- 
plained on page 197. 


within five to ten days to a very high peak, if you 
want to wait just a few more days you will find 
that the red blood count eventually goes up. In 
this case there was a definite increase in the red 
blood count at the end of twenty-five days. The 
hemoglobin likewise goes up. The white cells, 
which were a little low here, go up and finally stay 
up. So while it is nice to have daily reticulocyte 
counts, it is not absolutely necessary. 

One thing I do want to point out to you very 
definitely (and I would like to emphasize this 
strongly) is that if a patient has pernicious anemia, 
the red blood count will be approximately normal 
within sixty days after the start of adequate treat- 
ment. That is important, because if the red blood 
count has shown very little change by the end of 
some sixty days the diagnosis of pernicious anemia 
is doubtful. A true case of pernicious anemia will 
have had a rise in the red blood count and the 
hemoglobin to normal within sixty days. 

In this case, after some fifty-three days, the red 
blood count was at a level of 4,000,000, the hemo- 
globin at a level of over 80 per cent. If the patient 
does not respond within that approximate length 
of time you have reason to feel that the diagnosis 
of pernicious anemia is in error. 

If you want to do more in the way of diagnosis 
than this, you may. There are a couple of other 
things that are done, usually by people who arc 
investigating cases and reporting experiments in 
the literature. One of these is a bone marrow ex- 
amination. It is nice to have it. One can do a sternal 
puncture and demonstrate in the aspirated mate- 
rial the presence of the megaloblasts, the abnormal 
and immature cells u'hich are present in the m.ir- 
row of patients with pernicious anemia. 

The other thing that we do in working up these 
cases thoroughly for case reports is the determina- 
tion of the complete indices shown in Figure i. 
Again 1 emphasize that it is not necessary to have 
all of these indices in making a clinical diagnosis 
of pernicious anemia. Also if you can do daily re- 
ticulocyte counts and find a marked increase in 


reticulocytes within five to ten days, that is a quick 
way of telling yourself that the patient is respond- 
ing to trciument. 

TREATMENT OF PERNICIOUS ANEMIA 

S O far as the treatment of pernicious anemia is 
concerned, liver extract is still the treatment of 
choice. Considering first the patient with perni- 
cious anemia in relapse, we find that we can treat 
these people with either oral or intramuscular 
therapy. For oral therapy we have liver extract 
and stomach concentrate and mixtures of the two. 
Very few patients are now being treated with these 
materials, for two reasons. One is that absorption 
is uncertain in these people and, therefore, you 
will find a certain number of patients with per- 
nicious anemia who do very poorly on oral medi- 
cation. Their red blood counts do not come up well; 
they do not stay up well because of the poor ab- 
sorption which takes place in the gastrointestinal 
tract. The other reason is that the patient who is 
receiving oral medication cannot always be de- 
pended upon to take it. That is particularly true 
of the patients with pernicious anemia. When they 
get to feeling well, as indeed they do after they 
have been adequately treated, some of them are 
reluctant to believe that they are any longer sick 
and do not want to take any more medicine. Con- 
sequently wc find that the oral therapy of perni- 
cious anemia is not commonly used, and parenteral 
therapy is the common method of treatment. 

For a patient in relapse, wc ordinarily give a 
great deal more liver than is necessary. If the pa- 
tient is in the hospital it is common practice to 
give an injection of liver extract daily. You do not 
have to, but, on the other hand, you cannot give 
too much liver extract. If the patient is not sick 
enough that he needs to be in the hospital, an in- 
jection once or twice a week is adequate. 

Wc use, in these days, the so<alIcd purified liver 
extracts. These are liver extracts which contain 
from 5 to 15 nntipcrnicious anemia units per milfi- 
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Figure 2. Normal red blood cells. Figure 3. Red blood cells of pernicious anemia. 


liter, and I think that there is no reason not to use 
the 15-unit material. As a matter of fact, most of 
the 10- and 5-unit materials are 15-unit materials 
which have been diluted with saline, so that you 
arc paying for more bottles and some salt solution, 
and so on, and you might just as well use the 15- 
unit material to start with. If the patient is in the 
hospital you can administer i ml. containing 15 
units daily intramuscularly. If the patient is not 
in the hospital, give 15 units once or twice a week 
until such time as the red blood count has reached 
approximately normal. I like to administer the 
liver extract at least once a week until the red blood 
count has reached approximately normal, which 
means a period of about sixty days. 

The problem of the treatment of the patient in 
remission also arises. Now that the anemia has 
been relieved, and the red blood count is more 
nearly normal, it is desirable to start to spread the 
intervals between injections of liver extract. In my 
own practice I ordinarily give it every couple of 
weeks for a couple of months and then every three 
weeks for two more months, and finally put the 
patient on a schedule of receiving liver extract every 
four weeks. Most patients will do well on such a 
regimen. When you arrive at this interval of treat- 
ment, 2 ml. of the 15-unit material or 30 units every 
four weeks is sufficient liver extract therapy for 
practically all patients. I do not believe that one 
should make the interval greater than four weeks, 
because liver extract is not stored quantitatively, 
and if one starts stretching the interval to six weeks. 


eight weeks, and so on, many of these patients will 
not maintain good red blood counts, no matter how 
large the individual dose of liver extract. In other 
words, interval is just as important as dose, per- 
haps more so. A good working rule is not to make 
the interval between injections of liver extract great- 
er than four weeks. 


USE OF roue ACID 

About three years ago, folic acid was first de- 
scribed in the treatment of the macrocytic anemias. 
Most patients with pernicious anemia will respond 
to folic acid. Their blood counts will go to normal 
and can be maintained at normal in most cases. 
When this was discovered, it appeared that folic 
acid was a very desirable drug, because it is highly 
effective when taken by mouth in relatively small 
amounts, and wc thought that perhaps we had a 
considerably better method of treatment of per- 
nicious anemia than with liver extract. However, 
we now know that folic acid cannot be considered 
as the proper method of treatment of pernicious 
anemia, for a number of reasons. 


T he course of a patient with pernicious anemia 
who did not respond to folic acid when we 
started treatment during relapse is shown in Figure 
5. Here was a patient who bad a red blood count 
of just a little over 1,000,000. We started folic acid 
in doses of i mg. a day given intramuscularly. There 
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Figure 4. Daily reticulocyte 
counts In patient with pernici- 
ous anemia treated with folic 
acid. 


was a very late delayed reticulocyte response, which 
was not nearly as big as it looks on the chart; act- 
ually it was only about 4 per cent, whereas one 
would have expected a reticulocyte response nearer 
50 per cent. During the second period we raised the 
dose to 6 mg. a day. We got another very delayed 
and small reticulocyte response. The dose was 
raised to 12 mg. during the third period, with pos- 
sibly another small delayed response. During a 
fourth period we continued the folic acid with 
some xanthopterin. Sufficient to say that within 
some forty-three days of folic acid therapy the pa- 
tient showed very little improvement. The red 
blood count and hemoglobin rose only very slight- 
ly during that time. 

When we gave this patient 15 units of liver ex- 
tract daily there was a prompt and good reticu- 
locyte response and a very rapid increase in the 
red blood count and hemoglobin. 

Most patients with pernicious anemia do not re- 
act in this way but will respond to folic acid, but 
some of them will not and this is a demonstration 
of one that would not. 

What about the maintenance of pernicious ane- 
mia with folic acid? Suppose that we get the red 
blood count and hemoglobin up to normal, can wc 


maintain them on folic acid therapy? The answer 
is, not in all cases. 

Table 1 shows what happened to a group of pa- 
tients who were treated in our outpatient depart- 
ment with folic acid. You will notice that of 32 
patients treated, 16 had no change in the red blood 
count or hemoglobin when they were treated with 
folic acid instead of liver extract, but two had a 
moderate decrease of from 300,000 to 500,000 per 
cu. mm. in the red count and seven had a rather 
marked decrease of over half a million. In other 
words, 9 of the 32 patients did not do well on folic 
acid. Why is that so? When wc examine the data 
(Table 2), we find that in the nine relapses which 
occurred, five were in patients who were receiving 
individual doses of 40 to 50 mg. at intervals of three 
to four weeks, and four were getting a bigger dose, 
150 mg., at inien,'als of three to six weeks. This 
demonstrates that one cannot give folic acid at in- 
tervals longer than two weeks. If given at intervals 
of two weeks or less or in daily doses no relapses 
occurred in this series but when wc spread the in- 
terval to longer than two weeks, wc found that 
some of the patients could not maintain normal 
blood levels. 

In addition, wc have found during the last couple 
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Figure 5. Course of patient 
with pernicious anemia who 
did not respond to folic acid 
treatment started during re- 
lapse. 


of years that even though we give folic acid daily, 
rve cannot maintain the blood level in all cases. 
Finally the patients no longer respond to folic acid, 
they begin to relapse, and their blood count drops. 
We can say with great certainty, therefore, that 
there are some patients with pernicious anemia who 
do not respond to folic acid when they are in re- 
lapse; there are other patients with pernicious ane- 
mia who cannot be maintained in hematologic 
remission with folic acid. 

Another reason that we cannot use folic acid in 
treating pernicious anemia is illustrated in Figure 
6 . Here was a patient with pernicious anemia who 
was given 10 mg. daily of folic acid. There was a 
very nice reticulocyte response and a very rapid 
increase in the red blood count and hemoglobin, 
so that again at about the end of our sixty-day 
period the red blood count and hemoglobin were 
normal. At this point we raised our dose of folic 
acid because the patient very suddenly began to 
develop the neurologic disorder which is so much 
a part of pernicious anemia — ^he began to have 
numbness and tingling of the hands and feet. This 
progressed with extreme rapidity until in a few 
days he was completely numb from the waist 
down; his hands were completely numb, and he 
began to have difficulty in walking, and in gen- 
eral, had a severe neurologic relapse. 


TABLE 1 

Patients Treated 6 to 12 Months (Average 10.7) 

No change in red count or hemoglobin 18 

Moderate decrease in red count 2 

(300,000-500,000 per cubic millimeter) 

Marked decrease in red count 7 

(over 500,000 per cubic millimeter) 

Improvement in red count 3 

(310,000-1,120,000 per cubic millimeter) 

Treated from relapse with satisfactory response 2 

TOTAL 32 


We raised our dose of folic acid for only ten 
days, which is not a long enough test period, but 
by that time he was so bad we were unwilling to 
wait any longer and instituted liver extract ther- 
apy. At the end of the time shown on this chart he 
was improving, but it took about six months of 
intensive liver extract therapy before recovery was 
complete. We now know that folic acid is com- 
pletely unable to prevent the neurologic disorders 
which we see in pernicious anemia — the combined 
system disease of posterolateral column degenera- 
tion — and is completely unable to control it. 
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Figure 6. Course of per- 
nicious anemia patient with 
good reticulocyte response 
to treatment with 10 mg, 
folic acid daily. Red blood 
count and hemoglobin were 
normal after sixty days, but 
patient then developed a 
neurologic disorder. Folic 
acid dosage was raised, but 
patient did not respond and 
liver extract therapy was 
instituted after ten days. 
Recovery was complete only 
after about six months of 
very intensive liver extract 
therapy. 



W HAT about the combined use of folic acid 
and liver extract? I think that liver extract 
alone is satisfactory treatment and probably does 
not need folic acid added to it. There is some evi- 
dence, however, that if one does use folic acid in 
addition to liver extract, there may be a faster im- 
provement in the blood and perhaps someuhat 
higher levels can be maintained. 

There arc on the market at this time liver ex- 
tracts for parenteral injection which contain folic 
acid. I do not recommend these preparations be- 
cause they contain relatively so little folic acid that 
it is not enough to make any difference. If you want 
to use combined therapy I recommend that you 
give parenteral liver extract at intervals as we have 
described and, in addition, give the patient one 
tablet of folic acid a day by mouth, 5 mg. a day. 

I brought with me this morning one of my pa- 
tients who is also a good friend of mine. This Lady 
was first admitted to a local hospital in February 
1945. At that time she was 54 years of age, and her 
main complaint was that of difficulty in walking. 
She told us that for two years she had had a grad- 
ual onset of staggering, numbness of the feet, and 
noted incoordination in performing moderately 
skilled acts. 

When we examined her in the hospital wc found 
that her gait was extremely ataxic; she had some 
spasticity of her lower extremities; there was loss 
of position sense in the lower extremities— you 
could move her toes up and down and she didn t 
know in which direction you were moving them. 


There was loss of vibratory sensation — she could 
not appreciate the vibrating tuning fork below the 
hips; all of her deep reflexes were hyperactive, that 
is, they were increased over normal; there was a 
Babinski reflex present bilaterally, and the Gordon 
and Hoffmann signs were also present. She dem- 
onstrated, therefore, a considerable degree of pos- 
terolateral column degeneration, the combined sys- 
tem disease seen in pernicious anemia. She was not 
very anemic. Her red blood count was 3,790,000; 
her hemoglobin was 12 gm. or 77 per cent by our 
scale; her white blood count was 4,200, below nor- 
mal; her color index was a little bit over i; her 
mean corpuscular volume was 106 cubic microns, 
which means that the cells were bigger than nor- 
mal. She had no acid in her stomach after stimula- 
tion with histamine. 

Wc made a diagnosis of pernicious anemia and 
recognized that the neurologic disorder was more 
severe dian usual for the degree of anemia present. 
We treated her In this instance with a crude liver 
extract, although purified liver extract would have 
been entirely satisfactory. She received daily injec- 
tions of 5 mi. of 2-unii liver extract all the time 
she was in the hospital. After she left the hospital 
she was treated with 30 units of purified liver ex- 
tract weekly for four weeks, then 30 units cvciy 
two weeks for three times, and then the same dose 
every' four weeks up to the present time. 

In sixty days her red blood count had risen to 
4.76 million, the hemoglobin had risen to 15.6 gm. 
or lOfj per cent, and the white count had come up 
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Folic Acid Maintenance 


ROUTE 

INDIVIDUAL 

DOSE 

INTERVAL 

NUMnER 

TREATED 

NO 

CHANGE 

RELAPSE 

IMPROVE- 

MENT 

Intramuscular 

45-50 mg. 

1 weeks 

2 

0 

0 

2 

Intramuscular 

40-50 mg. 

3-4 weeks 

13 

7 

5 

I 

Intravenous 

150 mg. 

3 weeks j 

I 

I 

0 

0 

Intramuscular 

150 mg. 

3-6 weeks 

9 

5 

4 

0 

Oral 

10-40 mg. 

Daily 

16 

13 

i ° 

3 

TOTALS 

41 

2C 

9 

6 


to 6,350. There was marked improvement in gait 
and coordination. By October 1945, ten months 
after treatment was started, the patient told me 
one day she was even able to run a little bit. Since 
that time she has been able to walk perfectly nor- 
■ mally; the abnormal reflexes have disappeared, 
and so far as the patient is concerned she is asymp- 
tomatic and in excellent health. 

Although she did not look very sick at the time 
we saw her, it is of interest that her weight, which 
was III pounds at that time, has come up to its 
present 133 pounds. 

This patient demonstrates one of the more un- 
usual types of pernicious anemia patients where 
the neurologic symptoms are more outstanding 
than the anemia. Especially vigorous liver extract 
therapy is required when the neural disturbance is 
marked. 


I also want to mention briefly the other part of 
this subject, namely, the abuse of liver extract. 
If you are not absolutely certain that a patient has 
pernicious anemia but you think he may have, it is 
perfectly justifiable to give a therapeutic test with 
liver extract and k should be done as outlined for 
the patient with pernicious anemia as presented 
earlier. A trial of sixty days is long enough, and 
don’t do what is so often done — ^give liver extract 
two to three times a week for a year or two or three 
years or longer. 

If you are going to treat a patient who you sus- 
pect has pernicious anemia, use parenteral liver ex- 
tract Do not use mixtures of liver and iron which 


come in capsules. That is shotgun medication. You 
say, “Well, what if it is.?* If it is satisfactory, why 
shouldn’t we use it.'”’ There are two reasons. One 
is that if it does work you do not know which was 
effective, the liver or the iron, and you have no 
way of knowing which to use in continued treat- 
ment. Iron deficiency anemia is undoubtedly the 
most common type of anemia and you usually 
want to treat with iron. If you give the combined 
preparation, you give a preparation that is far more 
expensive than the simple iron medication. 

If you have treated the patient who you suspect 
may have pernicious anemia with liver extract and, 
if within sixty days the red blood count has not 
shown the proper improvement, you must think 
of other diseases which can give a peripheral blood 
picture similar to that of pernicious anemia. These 
include, particularly, multiple myeloma or plasma 
cell myeloma; certain cases of renal insufficiency 
that have marked nitrogen retention and are going 
toward uremia will develop a macrocytic anemia; 
certain of the lymphomas, lymphosarcoma and 
Hodgkin’s disease particularly, may at times be 
associated with an anemia which resembles per- 
nicious anemia. 

Finally, certain cases of carcinoma, particularly 
carcinoma of the stomach, may be associated with 
a macrocytic anemia. These anemias are not asso- 
ciated with megaloblastic hyperplasia in the mar- 
row, so if you can get a marrow examination it will 
help you. If you cannot get a marrow examination 
all you have to remember is that if you have treated 
that patient for sixty days with liver extract and he 
has not responded, it is not pernicious anemia and 
you must therefore think of a different disease. 
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Surgical Complications of Peptic Ulcer 
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P eptic ulcer, according to all studies, is in- 
creasing in frequency in this country, and at 
present from 2 to 5 per cent of all hospital 
admissions in general hospitals consist of peptic 
ulcer patients. It has been estimated that among 
chronic diseases, peptic ulcer in this country ranks 
tenth as a cause of death and twelfth as a cause of 
invalidism and absence from work. 

A principle to which most of us can subscribe, 
1 think, is that the majority of peptic ulcers can 
be handled successfully on a medical, nonsurgical 
regimen, and perhaps 75 per cent of ulcers in gen- 
eral can be controlled satisfactorily by dietary and 
medical measures. 

It is the complications which call for surgical 
treatment, of course, and these complications fall 
into fairly definite categories. Before dealing with 
the complications which are of surgical signifi- 
cance, however, I would like to speak of a trend 
which I note among my fellow surgeons and in 
the literature, namely, the tendency to look with 
growing suspicion on gastric ulcer as compared 
with duodenal ulcer. 

There is a very high percentage of error in the 
recognition of the benign chronic gastric ulcer as 
compared with the early carcinomatous ulcer. In 
my own series of cases I find that 12 per cent of 
the patients on whom I have done gastric resec- 
tion for supposedly benign ulcers turn out to have 
carcinoma in ulcers. Since the risk of an adequate 
gastric resection is in terms of i or 2 per cent and 
since the chance of any particular ulceration in the 
stomach being malignant is considerable, perhaps 
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10 or 15 per cent, obviously a case can be made 
out for the primary treatment of chronic gastric 
ulcers by gastric resection. That is a vie\v that I 
subscribe to wholeheartedly. 

The picture of carcinoma of the stomach, as you 
know, is an extremely dismal one, and the patients 
with carcinoma of the stomach that the surgeon 
IS most likely to cure are these early cases in which 
there is microscopic cancer in the ulcer, sometimes 
not detectable by any of the diagnostic measures 
short of serial section by the pathologist. There- 
fore, a statement which we hear at times now is 
that chronic duodenal ulcer is a medical disease 
until complications have arisen which do not re- 
spond to medical treatment; chronic gastric ulcer, 
on the other hand, is a surgical lesion. 

In studying the record of gastric surgery for the 
past five years in our hands with respect to the 
indications for operation, I find that these indica- 
tions are about as follows: (i) Perforation called 
for surgical operation in 24 per cent of this series 
of cases. (2) Intractability, which has meant for 
the most part penetration and fixation to the sur- 
rounding tissues, called for operation in 42 per 
cent of the cases. (3) Obstruction of the pylorus 
or duodenum required operation in 12 per cent, 
and gross massive hemorrhage necessitated opera- 
tion in 22 per cent. However, in 40 per cent of this 
group of cases, two or more of these complica- 
tions c.xisted in the same patient at the time of 
operation. 

I should like to focus my attention on two prin- 
cipal ones, namely, obstruction and gross hemor- 
rhage. These two complications can be illustrated 
by the two convalescent patients who are here. 

Before going on to the subject of obstruction 
as a cause for surgical treatment, I would like to 
speak for a moment of the question of intract- 
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ability or penetration. Clironic ulcers of the stom- 
ach or duodenum may, of course, burrow into 
neighboring structures; they may attain enormous 
size, and they pose some of the most difficult prob- 
lems in surgery. The intractability when you see 
the ulcer is on an obvious basis. No longer is the 
disease confined to the stomach, in many instances, 
but the pancreas, the liver, the parietal peritoneum, 
or other structures may be involved; therefore, the 
gastroenterologist has been treating not ulcer alone 
but inflammatory disease of other intra-ahdominal 
structures, and it is not surprising that the success 
of nonsurgical management, in this type of ease, 
is limited. 

Figure i is an x-ray of the stomach of a 74-ycar- 
old man with a high lesser curvature ulcer which 
I think is well shown. This lesion had burrowed 
into the pancreas. The patient was suffering from 
constant severe pain in the abdomen and in his 
back vomiting, with severe depletion, hypopro- 
teinemia, and anemia. It was necessary to treat 
this by total gastrectomy, which in this instance 
was done through the chest by a transdiaphrag- 
matic approach. 


A nother burrowing ulcer of the same type is 
. shown in Figure 2; this patient is a /jp-year- 
old woman. The ulceration is enormous. The base 
of the ulcer was the pancreas, and in treating that 
ease it was necessary to do a total gastrectomy and 
to remove the spleen and part of the pancreas. It 
seems to me that one could never hope to treat 
successfully a large, fu.scd inflammatory mass in 
this type of lesion, which is unusual, of course, by 
dietary measures. 

The specimen after operation may be .seen in 
.Figure 3. 

Another illustration of a penetrating, burrow- 
ing type of ulcer is shown in Figure 4. In this in- 
stance a gastrocolic fistula resulted and the barium 
you see in the stomach was given by means of a 
barium enema. This patient was treated with a 
two-.stnge operation, a preliminary proximal colos- 
tomy, and later resection of the stomach and colon. 

When we come to the matter of obstruction from 
chronic gastric or duodenal ulcer, there arc in gen- 
eral two varieties. Obstruction of the pylorus or 
duodenum can result from active lesions in the 
vicinity producing edema and spasm. On the oth- 
er hand, the obstruction may be due to chronic 
cicatricial stenosis with or without'superimposed 
.spasm. In many instances there may be obstruc- 
tion of the pylorus when the ulcer lies rather re- 
motely from the pyloru.s, presumably a matter of 
.spasm. Those cases can be handled much more 
succc-ssfully by the standard method of naso-gastric 
suction, attending to fluid requirements, and main- 
taining nutrition, than can the cases that have cic- 
atricial organic block in the region of the pylorus. 
Unfortunately, however, it is frequently impos- 
sible to make this distinction on radiographic study. 
One does not always know whether the obstruc- 
tion present will respond to nonsurgical treatment. 
The.se ca.scs arc very interesting ones and call for 
very nice judgment in their management. 

The clinical picture usually is that of persistent 
vomiting with or without pain; dehydration may 
develop rather rapidly; there may be hcmoconcen- 
tration with red cell count elevated and hematocrit 
elevated; there may be even oliguria and elevation 
of the nonprotcin nitrogen. When the dehydra- 
tion is corrected, however, we may find that act- 
ually an anemia exists, or a hypoproteinemia. The 
stomach is ballooned out; it may be atonic; its wall 
may be edcmaiou.s — very poor ti.ssuc for surgical 
procedure. There may be a secondary gastritis. 
There may be decaying food pre.scnt in the stom- 
ach. Incidentally, in my experience it is almost 
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Figure I. High penetrating lesser curvature benign 
proach gustrectomy by transthoracic ap- 


impossifale to empty out one of these hugely dila-ed 
stomachs satisfactorily by a naso-gastric suction 
procedure, or even by the old-style large gastric 
tube passed by mouth. 

_ A word should be said about the use o£ x-rays 
in this Situation. Sometimes we are over-enthus- 
lastic regarding these patients with pyloric obstruc- 
tion, and try to fill the stomach enough to outline 
It completely, or we persist in an attempt to show 
^ ^ lesion at the pylorus, and we may do 

t e patient a good deal of harm by filling up his 
stomach with barium which is very difficult to rc- 
should be used cautiously 
in the diagnosis of this condition. 


management which can be recommended 
i_in such cases is essentially treatment of the 
patients general condition and decompression of 
the stomach. The general treatment involves fluid 
and electrolyte replacement; it also involves admin- 
istration of vitamins and proteins and, in many 
instances, blood transfusion, these measures being 
controlled by fairly frequent use of laboratory de- 
terminations. 

The naso-gastric tube is passed and it is kept on 



Figure 2. Benign gastric ulcer with penetration of 
pancreas; total gastrectomy, splenectomy, resection of 
pancreas. 



Figure 3. Benign gastne ulcer with penetration of 
body of pancreas. 
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Figure 4. Penetrating be- 
nign gastric ulcer and gas- 
trocolic fistula; two-stage 
repair. 



constant suction. It is irrigated at frequent inter- 
vals in the hope of favoring better drainage and 
making certain that the tube is open at all times. 

Presently a decision has to be made in this pro- 
gram. Is the patient improving? Will he continue 
to improve, or has he progressed as much as one 
can expect? That is a verj' difficult question. All 
the impro%’ement may result from the general treat- 
ment of the patient while the obstruction in the 
pylorus or duodenum persists. One can get some 
help on this question by careful measurement of 
aastric balance, that is, measuring all the fluid ob- 
tained from the stomach and balancing against 
that fluid which has been taken by mouth or used 
in irrigation. Actually, however, if after two or 
three or four days it becomes evident that a high 
degree of obstruction still persists, and if the pa- 
tient’s general condition has been properly treated, 
then I think it is time to face the indications for 
surgical treatment. 

Figure 5 illustrates the case of a 52-year-old man 
with a chronic duodenal ulcer and with gastric 
tetany and alkalosis, which results where a great 
deal of acid secretion has been lost through the 
vomitus, with reduction in the chloride values in 
the blood. This patient was treated about as I 
have outlined, and after three or four days was 


operated upon and subtotal gastric resection was 
carried out. 

Another patient was a 70-year-old man who came 
into the hospital with a history of vomiting and 
epigastric pain over a period of about four weeks. 
During the week before admission to the hospital 
he said that he had vomited everything he had 
taken by mouth. The patient was anuric at the 
time of admission. The nonprotein nitrogen was 
elevated; his red count and hemoglobin values 
Avere elevated, as were his plasma protein concen- 
trations. He had unusually severe dehydration. This 
x-ray of the stomach was made before the patient 
came into the hospital, otherwise it w'ould be hard 
for me to argue that A\'e do not like to put a lot of 
barium into the stomach in this situation. You can 
see, however, from the moth-eaten appearance of 
the gastric wall, particularly in the fundic area, 
that there is a good deal of retained food and a 
good deal of gastritis present. 

This patient Avas treated with proper fluids and 
electrolytes and vitamins as required. A careful 
measurement of naso-gasiric balance AA'as made, 
and AA’e found that after three or four days the 
evidence indicated that he still had complete block 
of the pylorus; therefore he was operated on. In 
this instance a posterior gastroenterostomy AA'as 
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(lone with a jej unostomy for continued feeding 
and maintenance of fluid balance. 


DISCUSSION OF PATIENTS 

The first patient is presented through the cour- 
tesy of Dr. Ernest Bright. The brief abstract of the 
case illustrates pyloric stenosis due to duodenal 
ulcer, successfully treated surgically. 

This man is 60 years old and was admitted to the 
hospital May 29, 1948, complaining of pain in the 
pit of his stomach, and vomiting. He had had re- 
current attacks of upper abdominal pain for about 
five years and recurrent attacks of vomiting for 
three or four months prior to admission. Pain was 
described as gnawing in character. He had lost 30 
pounds in weight in the three or four months prior 
to admission to the hospital. 

Laboratory values at the time of admission: 
hemoglobin 17.9 gm. per 100 cc.; red count 6,000,000, 
indicative of the dehydration previously referred to. 
On gastric analysis there was free hydrochloric acid 
ranging from 30 to 106 units. X-ray studies were 
made, and obstruction, presumably from a duo- 
denal ulcer, was demonstrated. 

The patient was placed ort gastric suction .md 
given parenteral fluids, and on June 2, 1948, sub- 
total gastric resection was done. There was a large 
duodenal ulcer just distal to the pylorus, The ulcer 
was not resected, but all of the pyloric mucosa was 
removed. The convalescence was uneventful and 
he was discharged on the twelfth postoperative day. 

I have talked with this man. At present he is in 
very good health. He has no restrictions in his diet. 
He has regained 30 pounds in weight. He is back 
at work. In fact, he has made a complete recovery 
in every way. 

The second complication which I want to dis- 
pose of very briefly is that of acute massive hemor- 
rhage from peptic ulcer. The second patient illus- 
trates this complication and its successful manage- 
ment. A brief abstract of his case is presented 
through the courtesy of Dr. McGinnis. 

This man is a 55-year-old clerical worker who 
came into the hospital January 28, 1948, because 
of diarrhea, with 15 pounds weight loss, and tarry 
stools during the previous three or four weeks. He 
had had a previous admission to the hospital March 
-> *944» because of several bloody and tarry stools 
•issocinted with weakness and faintness. His blood 
pressure when first seen. March 1944^ was 78/55. 
He had given a rather vague history of abdominal 



Figure 5. Chronic duodenal ulcer with cicatricial 
stenosis, gastric tetany, gastritis, and anuria from de- 
hydration; restoration of fluids and electrolytes follow- 
ed by posterior gastroenterostomy and jejunostomy for 
alimentation. 


symptoms for the previous two years. One year be- 
fore, an x-ray of his stomach and duodenum was 
said to have been negative. 

On admission the hemoglobin values were 8.2 
gm. per 100 cc., the red cell count 2.79 million. 
These values subsequently fell. His red count on 
the day before operation was 1.64 million. He re- 
ceived 1500 cc. of whole blood within the next three 
days, but his pressure continued to remain below 
normal and he continued to pass tarry stools. There- 
fore, on the fifth hospital day subtotal gastric re- 
section was performed, A chronic thickened duo- 
denal ulcer was found on the posterior wall and 
two bleeding points were visible at the base of the 
ulcer. The ulcer was not resected, but subtotal gas- 
tric resection was performed, during which pro- 
cedure the patient received an additional 1700 cc. 
of whole blood. The postoperative course was un- 
eventful and the patient was discharged on the 
fifteenth postoperative day. 


T he case just described illusiratc-s, therefore, the 
management of massive Jiemorrhagc from a 
duodenal ulcer by subtotal gastric resection during 
the phase of acute hemorrhage and. very impor- 
tantly, witli adequate blood replacement before 
and during the operation. 

The patient got along reasonably well foIlo\v- 
ing that operation in 1944. until the second admis- 
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sion. At that time he came in with a history of 
epigastric distress and vomidng and difficulty with 
his bowels — diarrhea. His laborator)’ studies showed 
severe anemia and depletion, elevation of the non- 
protein nitrogen, and a reduction of the carbon 
dio.vide-combining power of the plasma to 49 
volumes per cent. The barium enema showed the 
barium to enter freely into the stomach. In other 
words, this patient had developed, during the three 
and a half or four years, a gastrocolic fistula on the 
basis of a marginal ulcer. 

On the ninth hospital day a gastrojejunocolic 
fistula was resected and end-to-side retrocolic gas- 
troenterostomy was done. The patient's convales- 
cence was interrupted by evidence of a subdia- 
phragmadc abscess, but subsequendy his progress 
has been extremely sadsfactoiy’. 

1 have talked is'ith him and he is a ver\' grateful 
padent. He takes three meals a day now almost 
without restricdon and he has regained his weight. 


There are no symptoms referable to his stomach. 

I would like to add a word about this method 
of handling acute massive hemorrhage from pepdc 
ulcer. There is a growing interest in the surgical 
treatment of massively bleeding gastric or duo- 
denal ulcer following adequate blood replacement. 
At present we are running a series of cases using, 
roughly speaking, alternate cases as controls. We 
operate on about half the padents, and about half 
of them we treat by blood transfusions and other 
medical measures. The result tentatively supports 
the conclusion that these patients can be operated 
on successfully by subtotal gastric resection after 
adequate blood replacement. 

The mortality rate in 40 patients operated upon 
has been 12.5 per cent; the mortality rate in those 
not operated upon being 25 per cent. All the pa- 
tients were bled out at the time operation was un- 
dertaken. 


VAGOTOMY MORE SUCCESSFUL COMBINED WITH GASTROENTEROSTOMY 

G astroenterosto.my performed concurrendy with vagotomy has yielded encouraging results as a 
treatment for duodenal ulcer, five Duke University physicians report after a four-year study of 
the effects of vagotomy in 104 padents with intractable, frequendy recurring, or complicated pepdc 
ulcer. 

The studies indicate increasing belief that the usefulness of vagotomy is limited by side effects or 
complicadons rather than by failure of ulcers to heal. Vagotomy has effected ulcer hewing after gas- 
troenterostomy or subtotal gastric resecdon, and has aided treatment of benign ulcer, but persistence 
or recurrence has been frequent. 

The conclusion is that gastroenterostomy should be added to vagotomy if possible when this 
operadon is performed in preference to gastric resecdon. The studies were made by Drs. K. S. Grim- 
son. R. W. Rundles, G. J. Baylin, H. M. Taylor, and E. ]. Linberg. 


RATING SYSTEM ESTABLISHED FOR MENTAL HOSPITALS 

An inspecdon and radng system for mental hospitals in the United States and Canada has been 
XV established by the American Psychiatric Institute for the purpose of sdmuladng the same kind 
of voluntary improvement in public and private mental hospitals that a similar procedure developed 
in 1918 by the American College of Surgeons achieved in general hospitals. 

Dr. William C. Menninger, the Assodadon president, has announced the appointment of Dr. 
Ralph M. Chambers, until recendy superintendent of Taunton State Hospital, Taunton, Massachu- 
setts as director of the projett. A central inspecdon board of ten ps)-chiatrists under the chairman- 
ship^ of Dr. A. Tarumianz, superintendent of Delav.’are State Hospital, will serve as the govern- 
ing body. The work is made possible by a ^ant from the Psychiatric Foundadon. 

* Xhe plan is for the hospitals to request inspecdon (many already have done this). The institu- 
dons will be appraised against a set of minimum standards covering every phase of operadon and 
facilides and recotnmendadons made after inspecdon. If improvements do not bring an institudon 
to standard within a reasonable dme, the insdtudon will be rated as sub-standard. This process 
^ provide administrators, boards, legislative, and community leaders with a factual basis for their 
ff r« to obtain appropriations or other measures needed to achieve the desired improvement. 
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T he quickest way to start an argument among 
the people who work with hypertension is to 
mention the Kerapner rice diet, a low sodium 
diet, or any kind of diet at all. That is for a very 
good reason. The trouble is that the disease in the 
patients in whom you are studying its effecu ha^ 
protean manifestations. 

Hypertension, as you know, runs the gamut 
from a very malignant form to forms that are ex- 
tremely benign, and that is what causes the ■ on- 
fusion. Another factor contributing to the collu- 
sion is that there are not enough objective metho^ls 
used in the study of the patient. As you all know, 
this business of taking a few blood pressures, call- 
ing that the control period, and starting the diet 
or treatment of the patient leads to confusion. If 
you will analyze most of the papers on the subject 
you will find that the difficulty usually comes from 
the fact that the cases have not had a sufficiently 
long control period. (Figures i and 2 .) 

The blood pressure alone, in short, is an insuf- 
ficient datum on which to follow the course of the 
disease. One must follow other changes, especially 
those in the arterioles of the eyegrounds, before 
one knows what he is doing. If the blood pressure 
is accepted without sufficient control, you may 
very easily be misled. That, 1 think, is probably 
the chief cause for misunderstanding in the use 
of diet. If you will think over your own cases, you 
tvill recall that many of the most dramatic falls 
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in blood pressure occurred in the absence of any 
definitive treatment and so reflect the variability of 
the disease. 

There is still one other point that I think should 
be mentioned. It is becoming increasingly appar- 
ent that hypenension is no simple disease. We like 
to catalog it and say that it is rcnalj it is this, that, 
or the other; in other words, we like to think there 
is some primary, easily discoverable cause. Yet the 
good old days are over when we could tell exaaly 
the cause of hypertension. The more we study it, 
the more we realize that it is probably of multi- 
ple etiology, and it is the constant interplay, the 
mosaic, which finally spells the entire clinical pic- 
ture of hypertension. 

There arc some patients in whom the nervous 
factors predominate, and one might almost think 
the nervous system was the primary' cause of the 
disease. It may w'cll be. There arc others in whom 
it is perfectly obvious that the renal factors arc the 
predominant ones. There are others in whom the 
adrenal factors are most important. It is very like- 
ly that in this whole hodge-podge of disease we 
have cases in whom the etiolog)' is not the same. 
That is important, because it is quite clear now 
that some patients respond to dietary treatment 
and many do not, so one cannot say categorically 
that hypertensives respond or do not respond; it 
depends entirely with what you are dealing. 

My task is really to set the problem, and Dr. 
Corcoran will discuss briefly the physiologic fac- 
tors and Dr. Taylor will present the clinical phase 
of our ow’n results. 

I.et me review for you the different types of 
dietary treatment which have been really seriously 
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considered as treatments for hypertension. There 
is, first, the low calorie diet with weight reduction. 
I think everybody recognizes that weight reduc- 
tion reduces the amount of tissue through which 
the heart has to pump blood and therefore it is an 
accepted way of treating hypertension; I believe 
there is no argument about that. The war experi- 
ence has been of a good deal of interest in this con- 
nection. As you know, we got reports from Europe 
that in almost all cases the blood pressure went 
down in people who had been in concentration 
camps and had undergone great deprivation and 
starvation. Indeed, the blood pressure of the entire 
population went down, and on feeding these peo- 
ple it began to go up again. I think that almost 
proves that a low calorie diet is beneficial as regards 
hypertension. 


N ow we go to a little more specialized form of 
diet. There is an old belief that protein in 
some way or another is disadvantageous to the pa- 
tient with hypertension. That is an idea which at 
the present time has been largely discredited. The 
low protein diet is used hardly at all. Yet one is not 
sure whether it should have been discarded as 
miicklv as it was. It might possibly be that there 
are amino-acid deficiencies that result from low 
nrotein diets which have a more specific effect on 
arterial pressure than does an overall low protein 

consumption. 


The third form of diet is the low salt diet. That 
is the one that is being most actively discussed, 
and, as you know, many people believe that any 
effects of the rice diet, the so-called Kempner diet, 
are due chiefly to the fact that it is a low salt diet. 

As you all know, it has taken almost half a cen- 
tury to reconnect the kidney with the circulation, 
thanks to undue preoccupation with the cardiac 
function of the vascular tree. Back in 1903, Widal 
was probably the first to point out that edematous 
nephritics excrete little salt and water. In 1932, 
Newburgh showed that if adequate water was 
given there was normal excretion of salt and wa- 
ter. Achard in 1901 showed that salt given in con- 
gestive failure is not readily excreted and that 
edema increases. Schemm in 1942 made his impor- 
tant contribution that cardiac edema can be effec- 
tively treated without fluid restriction if sodium is 
restricted, and Schroeder showed the importance 
of sodium versus chloride. 

Ambard in 1905 recommended chloride restric- 
tion for treatment of hypertensives, but he had no 
very good reason for doing it and because the studies 
were not very adequate it was dropped again. Allen 
in this country and Volhard in Germany recom- 
mended the diet again, and in going over Allen’s 
results I think one must admit that some of the 
cases did show definite falls in blood pressure, but 
again it was a very controversial issue and after 
several other studies had failed to confirm these 
results, the method was largely dropped again. 
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Figure 1. Each dot represents the average of 14 I'lu.''! pressure readings, and as shown, there have been 
(luctuations in the blood pressure. FluctuaUons m.'y be so ,.rc.u as to make it impossible in some patients fairly to 
evaluate an experimental treatment. Compare with F igure a. 



Figure 2. The record here Is similar to that shown in Figure i. The blood pressure steadily increased 
and the patient died at the end of the siudj. 


The importance of salt in the Production of 

vascular lesions by desoxycotticosterOTC a 
was shown by Selye. Grollman and Harrison in 
.935 had 6 cases which were reasonably vveU 
.studied and 3 did show dcrinUc fa s 1 1 
A Hollander named Viersma, whose work . 


across but recently, did a beautiful but limited 
study on tliis subject. No overall ntlcquaic study 
has subsequently appeared, and that is where the 
matter' now stands. Like many other clinics, wc 
have been actively and belatedly studying the mat- 
ter for the past three years. 
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I am sure you are all familiar with the Kempner 
diet. It is a very boring one. Many patients will 
not stay on it. On the other hand, there is little 
doubt that some patients seem benefited if they 
will continue the diet. We believe that it is to be 
thought of as an experiment well worth prosecut- 
ing but not as an established therapeutic proce- 
dure. I am sure Dr. Kempner would agree. 

There is one other diet which is also highly con- 
troversial, and that is the low cholesterol diet in the 
treatment of vascular diseases. As you know, there 
is a definite belief that the ingestion of cholesterol 
leads to the deposition of cholesterol in the vessels 
and that, of course, is particularly important in 
hj’pertension. Views on the usefulness of this diet, 
especially in coronary atherosclerosis, are also high- 
ly variant. I recendy attended a meeting in Chicago 
of the American Society' for the Study of Arterio- 
sclerosis where about every other speaker wavered 
one way or the other. 

I think one could say categorically that the evi- 
dence is wholly insufficient at the present time to 
withdraw cholesterol-containing foods from the 


diet. If there is manifest hyperhpemia, that is an- 
other proposition, because I think that if hyper- 
lipemia is long sustained, it unquestionably leads 
to the deposition of cholesterol in the vessels. It 
may well be that a low cholesterol diet is advisable, 
but in the management of patients with hyperten- 
sion or with coronary disease I think there should 
be much better evidence than is currently available 
to justify withdrawing important food elements 
such as milk, butter, etc., from the diet on the basis 
that one was going to prevent the further spread 
of arteriosclerosis. 

To review briefly, the diets said to be useful in 
the management of hypertension are: (i) the low 
calorie diet, a successful form of treatment; (2) the 
low protein diet which should be restudied, I think, 
and any of you who want to take up an important 
clinical problem will be doing the field a great 
service if you will tackle that one; (3) the low salt 
diet, and the variation between the ordinary low 
salt diet and the drastic reduction, that is, getting 
the sodium below 200 mg. in the urine; (4) the 
Kempner rice diet, and (5) low cholesterol diet. 


PHYSIOLOGIC FACTORS 


I N CONSIDERING the physiologic indications for the 
various forms of dietotherapy, let us go over 
them more or less in the same order as Dr. 
Page has done. 

First, as to the low caloric diets, what are they 
known to do.? What could be their usefulness.? 
Weight reduction is known to decrease cardiac 
work. While the estimates vary, one accepted fig- 
ure is that a 3 per cent decrease in body weight 
leads to a 10 per cent decrease in cardiac work. 
Such a decrease in cardiac work can and must be 
of advantage to the hypertensive patient and more 
particularly to the patient whose cardiac function 
is in some degree prejudiced. So we have a good 
solid basis for a low caloric diet, in some people 
at least, certainly in those who are overweight. 

What about low protein diets.? The one definite 
indication that is established beyond any doubt is 
that a low protein diet does decrease azotemia in pa- 
tients who are in renal failure. Such diets greatly 
increase sur^'ival in nephrectomized animals. Very 
recently there has been reported the successful 
Treatment of terminal renal disease with diets con- 
mining approximately 0.5 gram of protein per 
Elogrfm of body weight. Such diets have a real 


indication and a real field of usefulness, more par- 
ticularly when the total calories are more than are 
usually considered adequate. 

Then there is the experimental indication for a 
low protein diet in hypertensive disease. Selye has 
given animals a crude mixture of anterior pituitary 
powder. Animals given this powder sometimes de- 
velop hypertension and arterial disease. Hyperten- 
sion and arterial disease occur more readily and 
more extensively when the diet is rich in protein 
and more particularly when it is rich in certain 
proteins, as, for instance, casein; it does not occur 
when the diet contains lactalbumin. That is an ex- 
perimental indication which it is difficult at this 
point to analyze. The suggestion, of course, is that 
in patients with Cushing’s disease, for example, a 
low protein diet should be recommended rather 
than the high protein diets which are customarily 
used, since such a low protein diet may decrease 
the production of adrenotropic hormone and cut 
the vicious cycle of this unusual disease. But the 
carry-over to clinical essential hypertension is not 
at all clear. 

What are the definitive indications for the low 
sodium diets.? Of course, glomerulonephritis with 
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edema, congestive heart failure, cirrhosis with 
ascites, and other conditions in which sodium is 
abnormally retained may be listed. An experimen- 
tal indication at which Dr. Page hinted is again 
derived from the work of Sclye. Rats treated with 
desoxycorticosterone in huge doses develop arterial 
disease and hypertension. When sodium is re- 
moved from the diet that arterial disease does not 
develop. When sodium is added to the diet the 
disease becomes much more severe, and when 
either the potassium or ammonium ion is substi- 
tuted for sodium, the arterial damage is minimal. 
There is an experimental indication for sodium 
restriction in conditions associated with nephro- 
sclerosis or at least in those in which adrenal hyper- 
activity is suspected. 

Sodium retention in heart failure is of special 
interest. The mechanism of the sodium retention 
in congestive heart failure is not fully established. 
It may in part be a combination of adrenal activity 
with an increase in the production of steroids of the 
desoxycorticosterone series and a positive sodium 
retention. There is also another mechanism. In the 
patient with congestive heart failure, especially 
during even mild exercise — as when he is walking 
around — the renal blood flow falls off very serious- 
ly and as the renal blood flow and glomerular fil- 
tration fall, the amount of salt which can be ex- 
creted decreases and the patient tends to retain 
sodium as a result of his daily activity. Treatment 
is bed rest, low sodium diet, adequate fluid, and 
digitalis and mercurials. 

With the regard to diet and vascular disease in 
the average patient, we have the indication in 
overweight for a low caloric diet; in azotemia and 
renal failure, for a low protein diet; and of a low 
sodium diet in cases of sodium retention in con- 
gestive heart failure, in Cushing’s disease, and, 
possibly, as Dr. Page has mentioned, in hyper- 
tension. 1- ' 1 • 

The evidence, both experimental and clinical, in 
hypertension itself is much more tenuous and 
there is really no good sound physiologic ground 
for saying that this or that patient is going to re- 


spond to a low sodium diet by a reduction of blood 
pressure; even when a reduction of blood pressure 
occurs we do not know the mechanism. It is prob- 
ably not a failing of adrenal activity. Such evidence 
as we have seems to indicate a deviation of the ac- 
tivity of the adrenal cortex into some other line of 
steroid formation from those which maintain hy- 
pertension. 

We have these positive indications. All of them 
arc to a certain extent met with the rice diet. It is 
low in sodium, low in calories, rich in carbohy- 
drate, low in protein. It is, in a word — and in a 
good sense of that word — a shotgun prescription. 
But the indications for sodium restriction alone are 
better met with a low sodium diet. Neither the 
rice nor the low sodium diets are very palatable, 
I refer you to Job VI : 6 , “Can that which is un- 
savory be eaten without salt.^’’ as a suitable text to 
this point. 

As to the physiologic effects of these diets, we 
should remember that the low protein and low 
caloric diets and those low in sodium tend to de- 
crease blood and interstitial fluid volume, and that 
this effect may be a very desirable one in some 
patients. In most, the consequent decrease in the 
ovcr-ail renal excretory power which occurs is not 
a serious matter at all. They are not taking very 
much, they are not putting out very much. A little 
decrease of kidney function due to a decrease in 
blood volume is not a bad thing. However, in a 
patient whose renal function is already prejudiced, 
whose kidneys cannot do their normal work of 
maintaining in the body normal concentrations of 
sodium and which cannot respond to a decrease in 
sodium by grabbing onto the sodium in tubular 
fluid and transferring it back into the blood, a low 
sodium diet may be perilous. The result of sodium 
depletion is a state of renal failure and azotemia, 
extreme weakness, a sort of Addison-like syndrome. 

If a patient happens to be on a low sodium diet 
and is subject to vomiting, diarrhea, or severe 
trauma, with consequent sodium loss, the need for 
careful control is imperative, even in the absence 
of any severe renal failure. 


CLINICAL STUDIES 


I AM to report some of the results we hove ob- 
served among patients with hypertensive v;as- 
cular disease receiving low sodium ^ 

digress a moment, it seems a sad commentary 


Upon American medicine that two of our present 
vogues arc in reality pretty ancient. I think it was 
around 1905 that the Mayos suggested the use of 
vagotomy in the treatment of peptic ulcer. It was 
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Figure I. 


'kicked around at that time and then put on the 
shelf until the early part of 1940 when it was re- 
vived. At the present time it is a very useful means 
of arresting the progress of this disease. As Dr. 
Page has indicated to you, low sodium diets were 
first suggested around the turn of the century. It 
is difficult to know why we as medical people arc 
so slow to recognize such useful procedures. 

We have learned several things from the treat- 
ment of patients with low sodium diet. First of all 
it is extremely difficult to accomplish adequate re- 
striction of sodium. Drs. Landowne and Alving 
of Chicago found it almost impossible to give an 
effective low-sodium diet to an ambulatory pa- 
tient. Sodium, like bacteria and the poor, seems to 
be omnipresent. Further, it is very difficult to give 
a patient an edible diet that he can follow' while 
carrying on normal activities, and yet restrict his 
intake of sodium to a degree sufficient to have any 
effect upon his blood pressure. Consequently, those 
patients we have studied have been in the hospital. 
Their intake of food has been carefully regulated 
by competent dietitians, so that it contains less 
than 200 mg. of sodium per twenty-four hours. As 
a further check we have measured the output of 
urinary sodium over twenty-four-hour periods. 


Even honest and cooj^eralive patients in good hos- 
pitals will come up on some days with a gram or 
two of sodium and the Lord Himself will not 
know whence it came. It may have been in tooth- 
paste, mouth wash, drugs, or drinking water. We 
are quite convinced that it is difficult to attain a 
diet that will restrict sodium adequately. 

In addition to these problems, there arc relative- 
ly few patients who respond favorably as far as 
blood pressure is concerned. Probably at this lime 
we arc not justified in making a percentage esti- 
mate, but in the patients we have treated, who 
number .some 50, less than 20 per cent have experi- 
enced a reduction of blood pressure or other ob- 
jective improvement following such a program. 

Too frequently the course is not unlike that of a 
patient whose course is illustrated in Figure i. 
This patient had been treated previously with some 
experimental materials with which we have work- 
ed for some time. As you sec, the blood pressure, 
systolic and diastolic, had dropped from control 
levels of 220/130 down to an average of 170/105. 
The retinopathy ns represented by papilledema, 
hemorrhages, and exudate, had regressed until the 
hemorrhages were hut intermittently present. The 
exudates disappeared. She was doing quite well. 









DIET IN THE TEEATMENT OF HYPERTENSIVE DISEASE: PAGE ET AL. 


217 


NO. I I CLINIC NO. 526-463 I 37 YftS. I HT 150 CM I WT. 46.3 KG. 
DIAGNOSIS MALIGNANT HYPERTENSION E.L. 

" 1 i — ri — — r— - — — - — — r— - — T r — r - . r - t t: —r 7 ^ ~ t - rzn -i 


MONTHS 



JJ 

2 


jU 

OB 

B 

El 

El 

Id 

ram 

ta 

B 

3 














C3MMH 







iJ 

m 

?m 

HI 

♦ 

1 1 

j 




a:? 









m 


U 

1 

1 

m 

IPI 

E- 

loir. 


Ka 

H 





WM 

IMSI 

1 








MM 


p* 

zc 

JOZ 


ill! 

PRESSURE 200 



l3 


















a 

BP 



1 












Ki 


KJk. 



\ 











1 







iti 


mt 

■■ 







- - 1 


^ 




L_J 







m 

(00 

80 




1 • 

1“ 

1^ 

L J 


iH 





E 




- 

. 


• ” -r 









u 

F 

U 

N 

D 

J 

Conslriction Aft. 


“■ “■ ' 

n 

m 

Swi 

235 

vm 

Bfftt 

mn 

ITffT 

pm 


Mr 

nffl 

HP 

mf 

a 

KSBSE&aH 




■nr 

im 

fttfi 

ntr 

flffH 

imi 

ftm 

mr 

rmi 

im 

nm 

mr 

mr 

a 

Exudate 

mm 

Bi 

iHB 

MIT 

im 


Ml 

PH 

PPI 

■P 

mi 


pB| 

HP 



a 

• Ret. Hemofrfwo* 


B 

BH 


nrr 

«M 

M* 

, 


MB 


r 




. 


Popilledema 




MTT 

rm 


m 



.. 







E 


ilH 












m 1 


~T| 






□ 



u 



u 






l: 

ill 


Figure z. 


Previous therapy was discontinued and her intake 
of sodium was restricted by giving her a diet 
which Dr. Kempner suggested, known as the 
“Rice Diet.” Her urinary output of sodium was 
reduced to less than 200 mg. in twenty-four hours. 
During this time, a total of about two months, her 
blood pressure rose to and above its previous 
levels, papilledema returned, retinal hemorrhages 
were more frequently seen, and her disease pro- 
gressed merrily. 

At this point a diet which Dr. Page devised was 
instituted. It consists of a milk protein* which is 
essentially free of sodium and of meats, fruits, 
and vegetables of low sodium content. On this 
schedule her urinary sodium continued to be in 
the neighborhood of 200 mg. per twenty-four 
hours. Tlie blood pressure continued to rise and 
she went on to die of a cerebral hemorrhage. AH 
l>atienis fortunately do not respond in ibis man- 
ner. How are we going to select which patient is 
going to have a good result.^ Wc certainly do not 
know at the present time, except to try. 

A rather different course is shown in Figure 2. 
This patient was a woman 37 years of age. She 
had been treated with various other materials up 
to this point. Her blood pressure by these means 

‘Prepared by Stead, folin^jn & Ointpany. 


had been reduced in the tenth month of her di.s- 
case to an average of 130/95 to 150/100. Then 
we thought we would see what would happen to 
her as compared to the previous case. She was put 
on Dr. Page’s diet, and instead of her blood pres- 
sure going up it continued to go down until it 
reached a level below' 130 systolic. Next she was 
given a rice diet for a period of three weeks and 
the blootl pressure fell further. 

While the patient was eating rice, wc added in 
tablet form 6 gm. of sodium chloride per twenty- 
four hours. Her blood pressure rose to 180 svsiolic 
and 120 diastolic. The sodium was discontinued, 
the rice diet was continued, and the blood pressure 
came on down. She soon could not tolerate the 
rice diet and was put on the Lonolac diet. Her 
blood pressure continued to stay down and her 
retinal disease was absent. We now gave her 10 
gm. of sodium chloride a day; her urinary sodium 
came up, and for a period of three weeks no 
change in the blood pressure occurred. However, 
at present her pressure has started upwards. 


F ic.vm. 3 illustrates a case of a woman who liad 
an essential type of Iiypcricnsion. The blood 
pressure varied rather widely over a period of a 
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Figure 3. 


year before she was treated. It occasionally was 
150/90, but usually was up at hypertensive levels. 
The open dots represent outpatient measurement; 
the closed ones were taken in the hospital. She was 
given the low sodium diet, and her blood pressure 
^^vas reduced to average 160 / 100 . With the restitu- 
•• don of normal diet it promptly came up. The low 
sodium diet again was started — the blood pressure 
came down; with sodium chloride added it rose. 

As you see, the level of urinary sodium parallels 
rather closely the height of her blood pressure. 
When the twenty-four-hour output of sodium is 
down her blood pressure is down. 


Another padent had a favorable result following 
restricdon of sodium. The blood pressure had 
averaged 180/120. It was reduced to 150/100. 

In summary it seems safe to say that less than 
20 per cent of padents with hypertension respond 
to diet low in sodium. Possibly more may do so if 
the diet is condnued for years rather than months 
but as yet no one has studied such padents. It is 
very difficult to restrict adequately dietary sodium 
in ambulatory patients. At present there is no 
method short of trial which will tell which patient 
will respond to dietary measures. 


YALE CLINIC SETS UP CONSULTANT SERVICE FOR INDUSTRY 

A new consultant service to assist industry with the problems of alcoholism among workers 
has been set up by the Yale Plan Clinic, New Haven, Connecticut. All branches of the 
clinic, together with the Nadonal Committee for Education on Alcoholism, will cooperate in 
the consultant service, which this year will be limited to the area of the eastern states. 

The major aim of the service will be to train specialists in industrial health, employees in 
personnel and employment departments, and company personnel dealing with discipline to 
a recognidon of the problems of alcoholism and ways to control it. 

Dr. George Lolh, medical director, and Raymond McCarthy, executive director of the 
clinic, are in charge of the industrial consultation, training and rehabilitation services. 


CASE REPORT 


Diagnosis and Treatment of Cystosarcoma 

Phyllodes 

WALTER H. GERWIG, JR.* 

GEORGE WASHINGTON UNIVERSITY SCHOOL OF MEDICINE, WASHINGTON, D. C. 


T he METAMORPHOSIS o£ a fibroadenoma of 
the breast into a tumor which may attain 
gigantic proportions is rare. This paper 
is a brief discussion of these giant tumors, and 
includes what is believed to be the one hundred 
and twenty-sixth case report of this unusual 
and confusing clinical entity. The confusion 
may be more thoroughly appreciated when one 
is made aware of the fact — brought out by 
Owens and Adams' in 1941 — tliat thirty dif- 
ferent names had been employed in describing 
the 121 examples which had been reported up 
to that time. 

A giant tumor of the breast was first de- 
scribed by Chelius' in 1828 as a “cystic hydatid.’ 
Ten years later, Johannes Muller’ gave a de- 
tailed description under the name of “cysto- 
sarcoma phyllodes,” which is still the^ term 
most commonly used to designate tlie lesion. 

In order to understand cystosarcoma phyl- 
lodes, it is necessary that one first have a knowl- 
edge of the benign fibroadenomas of the breast. 
According to Geschickter' fibroadenomas arc 
the most common benign tumors of tlic breast 
in young women in the childbearing period. 
He feels that benign cystic degeneration is not 

•Department of SutBery. GeorKC Wasliinston University School 
of Nfcdlcine. 


uncommon, but that malignant changes are 
rare. It has been shown by Oliver and Major’ 
that the age incidence in benign fibroadenomas 
was highest benveen 20 and 24 years in white 
women, but that it was almost five years earlier 
for colored women. Geschickter’ has experi- 
mentally produced fibroadenomas in the 
breasts of rats by providing a constant, intense 
estrogenic stimulation. We now know that 
there is a low estrogen content present in girls 
prior to the onset of menses, which becomes 
cyclic or variable during tlieir menstrual life. 
There arc, however, occasions when this estro- 
gen factor increases and remains at that higher 
level, namely, during early adolescence, during 
pregnancy, and during the onset of the meno- 
pause. At the latter period this increase seems 
to appear as a final, intense stimulation before 
dying down. It has been observed clinically 
that fibroadenomas of the breast tend to occur, 
or, if already formed, to increase markedly in 
size, during these tliree periods. It is in this 
rapid growtii of a preexisting lesion occurring 
at the menopause tliat we arc particularly in- 
terested. In some instances metaplasia may take 
place and sarcoma changes ensue. 

Cystosarcoma phyllodes is a giant tumor of 
the breast thought to arise from a prcc.xisting 
fibroadenoma, and is usually seen about the 
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time of the menopause. The average age when 
these occur, according to Lee and Pack,’ is at 
about 45?/2 years. The lesion is most often seen 
in women who have given birth to several chil- 
dren, but it may occur in unmarried females 
or even in males. 

The history frequently reveals that a small, 
hard, discrete tumor of the breast had been 
present for several years, and that it rapidly in- 
creased in size. Pain is not present as a rule. 
The only complaint is apt to be discomfort 
arising from the immense proportions and 
dragging weight of the breast. Good health is 
maintained and constitutional symptoms are 
minimal. 

Examination of the breast reveals it to be 
tremendously enlarged, firm, and lobular. 
Usually neither the nipple nor the underlying 
skin are invaded. Palpation of axillary lymph 
nodes may be difficult or impossible, for as a 
rule they are not primarily involved. Micro- 
scopically, the predominating tissue is com- 
posed of myxomatous stroma, with an inter- 


lacing meshwork of star-shaped cells and fibers. 

In 1931 Lee and Pack’ reviewed 105 such 
cases reported in die literature, adding 4 new 
ones of their own. Owens and Adams’ re- 
viewed the literature from 1931 to 1941 and 
presented 12 collected cases to which they add- 
ed one of their own. To this group of 122 cases 
reported in the literature. Cooper and Acker- 
man® reported 3 more in 1943, making a total 
of 125 cases. 

CASE REPORT 

A 40-year-old colored female was hospital- 
ized on September 24, 1939, for a tremendous 
enlargement of the left breast, which had be- 
come SO big and heavy that it was necessary for 
her to wear a sling around her neck to aid in 
the support of this tremendous breast. It was 
primarily the fact that die sling had rubbed a 
raw area on the back of her neck that made 
the patient seek medical attention rather than 
enlargement of the breast. 

The patient stated diat she had noticed a 
lump in her breast eleven years prior to admis- 
sion. At no time had there been any pain in 
the breast. When originally noticed, the mass 
in the breast was described as about the size of 
an orange. It remained about the same size un- 
til two years prior to admission, when it began 
to get progressively larger. The patient re- 
peatedly stated that her only complaint was the 
tender sore area on the back of her neck and 
that the breast at no time caused her any pain. 
There was a history of dyspnea on e.xerdon. 
Changes in die menstrual cycle had taken 
place, indicating the onset of the menopause. 
The patient had had four children whose ages 
ranged from 12 to 20 years. 


T he physical examination revealed her to 
be moderately obese, and apparently in ex- 
cellent liealdi, aside from the tremendous en- 
largement of the left breast and the ulceration 
on the back of her neck. Tlie blood pressure 
was 230/138, and it was noted that a rather 
soft blow could be heard along the left border 
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of t)ie slerniim. Examination of tJie breast on 
the right side revealed no nodules nor tender- 
ness, nor was there any evidence of pathologic 
changes. 

Examination of the left breast revealed it to 
be 30 by 15 by 20 cm. and 75 cm. in circum- 
ference. The skin appeared tight and shiny. The 
areola and nipple were stretched into a flat 
sheet, but without retraction. The skin did not 
seem to be attached to the underlying tumor. 
On palpation there was an irregular nodular 
structure which had the feel of a bag of 
oranges. The lobulated masses were moder.itely 
firm. No glands were palpated in the axilla. A 
simple mastectomy was performed on Septem- 
ber 27, 1939. The specimen weighed 7,830 gm. 
(17.2 pounds). The wound healed nicely, and 
her course in the hospital was uneventful. Fig- 
ure I shows a preoperative picture of the 
patient, in which the tremendous enlargement 
of the breast is easily seen. 

Figures 2 and 3 are low- and higii-powcr 
photomicrographs taken from the specimen. 
Microscopically, the tumor is composed of a 
large amount of myxomatous tissue, with wide- 
ly separated cells. The cells are fusiform and 
stellate, the long streams of eosinophilic cyto- 
plasm is some cases being continuous with tliat 
of an adjacent cell. The nuclei arc fusiform for 
the most part, with a finely granular nucleo- 
plasm and no apparent nucleolus. No mitotic 
figures are seen in these pictures. There is a 
heavier concentration of these benign-appear- 
ing fibrocytes about the blood vessel, and a 
few ducts have been incorporated in the tumor. 
The epithelial element has not been affected 
by the stromal changes. 



Figure I. Photograph UlusradEc a teeas-doi-j - 
largcincnt of the left breast: Crseosiotca Fh^receT’ 


D uring the year following the operation the 
tvoman was seen approximately once a 
month. During the next three yeans she was 
visited on several occasions, the last time being 
October 1943. At this time, four years fo lowing 
operation, she still appeared to be in good liealih 
without any evidence of local recurrence or anj 
symptoms of bone or pulmonary invobement. 
Because of the svar further visits to the patien 




Figure 2. Photomicrograph x 70. This shows the or- 
derly, innocent appearance of the cellular structure. 
The tissue was taken from the tumor shown in Figure 
I : Cystosarcoma Phyllodes. 



Figure 3. Photomicrograph x 395. An enlargement 
of a small field of Figure 2 reveals the absence of mit- 
osis, equality of staining, and uniformity of cellular 
elements: Cystosarcoma Phyllodes. 



Figure 4. Photomicrograph x 140. This is a section 
taken from a true sarcoma of the breast for the purpose 
of contrasting it with Figure 2. A disorderly mdignant 
appearance prevails: Sarcoma of the breast. 



Figure 5, Photomicrograph x 395. This is an enlarge- 
ment of a small field of Figure 4. Mtotic figures, varia- 
bility of staining, giant cells, and an overcrowding of 
cells predominate the picture; Sarcoma of the breast. 

Figures 2 - 5 , Courtesy AJF. 
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caused an increase in the size of the lesion un- 
til she finally noticed its presence. Later, the 
increased, constant, estrogen stimulation during 
the premenopausal period possibly caused the 
tremendous growth of the lesion. 


F or the sake of comparison. Figures 4 and 5 
represent the low- and high-power photo- 
micrographs taken from the breast of a patient 
suffering with a true sarcoma. Microscopically, 
this tissue is variable, with large areas of scat- 
tered cells and foci of closely packed cells 
which lie in a transparent, homogeneous 
myxomatous material showing a meshwork of 
fibrous tissue. There is great variation in the 
size and shape of the cells, some being small 
and round, others being larger and elongated. 
Scattered giant cells contain 3 to 5 dark ir- 
regular nuclei, and there are numerous mitotic 
figures throughout. The individual cell con- 
tains large irregularly shaped pyknotic nuclei, 
and one or more small round nucleoli. The 
cytoplasm, where seen, is eosinophilic, but 
where the cells are spaced in the myxomatous 
material, the cell outline either is indistinct or 
is not visible. It is hoped that when comparing 
Figures i and 2 with Figures 3 and 4 that the 
benign appearance of this cystosarcoma phyl- 
lodes becomes apparent. 

About the same time that Lee and Pack’ had 
collected 109 cases of cystosarcoma phyllodes, 
D’Aunoy, Rigney, and Wright” reported 514 
cases of true sarcoma of the breast collected 
from the literature. The frequency of occur- 


rence seems to be about i cystosarcoma phyl- 
lodes for every 5 true sarcomas of the breast. 
In resuming their findings, they stated that 
the average age was 44 years. They may occur 
in males and unmarried females. There is rapid 
growth, large size, maintenance of relatively 
good health, and little involvement of lymph 
nodes. The only difference in the history is 
that the rapid growth period is measured' in 
weeks for true sarcomas and in months or years 
for cystosarcoma phyllodes. 

Cooper and Ackerman* state that cystosar- 
coma phyllodes, like all neoplasms, varies in 
potentiality from a very benign to a very malig- 
nant type of tumor. It is felt that in general the 
prognosis is relatively good, because the lesion 
is usually benign. However, it may undergo 
metaplasia and even metastasize to the lungs 
and bones, or may recur locally following its 
removal. Ewing’” says that the tumor may per- 
forate the skin with a resultant false appear- 
ance of malignancy. 

The treatment of choice is simple mastec- 
tomy without axillary dissection. Slaughter and 
Peterson” in a recent article on the indications 
for doing a simple mastectomy specify cysto- 
sarcoma phyllodes as one of the lesions to be 
treated by this definite but limited therapeutic 
measure. The teaching of Bloodgood” — that in 
general a simple mastectomy is too radical a 
procedure for a benign breast lesion and yet 
too inadequate for malignant tumors— is a 
good rule of thumb. However, the treatment 
of cystosarcoma phyllodes by simple mastec- 
tomy would appear to be a justifiable exception. 
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STATISTICAL SURVEY 


When Shall Ovaries Be Removed? 

CHARLES P. LARSON, M.D. 

DIRECTOR OF LABORATORIES, TACOMA GENERAL HOSPITAL, TACOMA, WASHINGTON 


T he purpose of this paper is twofold: (i) To 
tabulate the incidence of various diseases of 
the ovary, and (2) to demonstrate the high 
percentage of ovaries removed having no pathologic 
lesion. 

A summary of the lesions observed in 472 ovaries 
is shown in Figure i. By far the commonest disease 
of this organ is ectopic endometriosis. My criteria 
for the diagnosis of endometriosis is the presence of 
both endometrial glands and stroma cither on the 
surface or in the substance of the ovary. Many sec- 
tions with prolonged study are often required to 
demonstrate both of these features. Solitary cystomas 
are simply large follicular type monoloculatcd cysts 
having a diameter of greater than four centimeters. 
Two cases of Meigs’ syndrome were encountered in 
this series, one associated with a fibroma and the 
second with bilateral serous cystadcnocarcinoma. 

The first series of ovaries studied were removed 
during the years 1939 to 1942 inclusive and consisted 
of i,i8i cases. The operations were performed in 
five private hospitals and in one county hospital. 
Four of the private hospitals arc located in small 
towns of less than 25,000 population while the fifth 
is a large general hospital in a city which has a 
population of 125,000. 

In the large private general hospital series only 
28,1 per cent of the ovaries removed showed a path- 
ologic lesion. The four smaller private hospitals 
were lumped together for statistical purposes and 
here the percentage of ovaries with lesions was only 
29.4 per cent. At the county hospital where there 
could not possibly be any element of remuneration 
54.1 per cent presented a lesion. Figure 2 shows a 
tabulation of these statistics. 

In classifying ovaries with no pathologic lesion 


the following criteria were used: 

(1) All ovaries removed because of primary ma- 
lignant disease in the cervix, uterus, or fallopian 
tubes were not counted. 

(2) All ovaries from individuals over 60 years of 
age with no lesion were disregarded. 

(3) Follicle and corpus luteum cysts less than 4 
cm. in diameter were considered as normal, 

(4) Corpora hemorrhagica, lutci, and albicantes 
are normal physiologic processes and were so re- 
garded. 

The commonest preoperative diagnoses in the 
normal group were appendiciu's, cystic ovaries, en- 
dometriosis, ovarian hypcrfunction, painful ovary, 
and pelvic inflammatory disease. The commonest 
postoperative diagnoses were cystic ovaries, oophori- 
tis, and ovarian hypcrfunction. 

Because of the high percentage of ovaries re- 
moved showing no pathologic lesion I decided to 
attempt to determine the reason for this and then 
take any steps I could to reverse these statistics. 
After numerous consultations with the physicians 
performing the surgery it became apparent that the 
main reason for the removal of a normal ovary was 
the -failure of the surgeon to be able to distinguish 
from a gross pathologic standpoint the normal func- 
tional physiologic changes in an ovary from true 
lesions. Many of these men had interpreted simple 
follicle cysts, corpus luteum cysts, hemorrhagic fol- 
licles and corpora lutei seen at the operating table 
as pathologic lesions. These, of course, are normal 
physiologic changes which do not justify surgery. 
They are usually symptomlcss and only the most 
conservative operation is justified. The ovary is an 
organ with complex functions so that even if it is 
causing trouble in one direction it may be still more 
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SUMMARY OF PATHOLOGIC LESIONS 


Lesion 

No. of Cases 

Per Cent 





96 








41 

28 

8.6 



4.0 







9 

6 

1-9 




0.8 

0.8 










0.4 














0.2 


Total ^72 


Figure 1 


important in another and its removal may make the 
patient’s final condition worse than the first. 

From the standpoint of a surgical pathologist the 
ovary is the most surgically mistreated organ of the 
body. It is a mystery to me why surgeons should 
regard with such indifference the castration of the 
human female. If the male testicle were attacked 
with the same impunity our courts would be over- 
flowing with law suits. Cystic ovaries have too long 
been considered a cause of such vague complaints 
as abdominal pain, menstrual disorders, neuropsy- 
chiairic slates, with removal justified for these diag- 
noses. This is indeed a fallacious assumption. Path- 
ologists should refrain from diagnosing such things 
as multiple follicle cysts, corpus luteum cysts, re- 
tention cysts, perioophoritis, ovarian hematomas, 
fibrotic ovaries, and interstitial ovarian fibrosis be- 
cause they appease the conscience of the operator 
but do not justify the surgery. Most surgeons have a 
blind faith in the infallibility of pathology and when 
they sec these terms under the diagnosis they accept 
these as pathologic and cut. 

There is one difiiculty and that is that the micro- 


scope docs not reveal function and therefore all 
problems must be settled by coordinated study be- 
tween surgeons, endocrinologists, and pathologists. 
Pain IS one of the most common causes or excuses 
for attacking the ovary. Aside from lesions which 
irritate or stretch the peritoneum I do not know of a 
single ovarian lesion constantly accompanied by 
pain which is permanently relieved by removal of 
ihc ovary. True, some of the physiologic processes 
of the ovary' arc regularly attended with pain such as 
the midcycle pain from liic rupturing follicle but 
who would advocate oophorectomy for this? Cranial 
operations for the relief of simple headache would 
be just as sensible. Many surgeons have liad the ex- 
perience of seeing a polycystic ovary at operation 
and after leaving it alone the pain ceases. The dis- 
turbance was obviously physiologic and the poly- 
cystic state of tile ovary liad nothing to do with the 
pain clinically observed. Ovaries showing every 

stage of physiologic anatomic development that have 

been erroneously interpreted as pathologic have 
been unmolested at surgery and the pain has ceased. 
Every pathologist in the course of routine autopsies 
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Before 


After 


education 

education 


i 939 -m 5 


1946 

Private Hospital No. 1 





Total number ovaries removed 

622 


147 


Total with pathologic lesion J 

175 

28.1% 

97 

66% 

Total with no pathologic lesion 

447 

71 - 8 % 

50 

34 % 

Private Hospitals No. 2 , 3 , 4 and 5 





Total number ovaries removed 

485 


162 


Total with pathologic lesion 

143 

29-4% 

82 

51% 

Total with no pathologic lesion 

342 

70-5% 

80 

49 % 

County Hospital 





Total number ovaries removed 

74 


16 


Total with pathologic lesion 

40 

54 -i°/o 

14 

90% 

Total with no pathologic lesion 

34 

45 - 9 % 

2 

10% 


Figure 2 


discovers all of these physiologic stages which have 
never caused the patient a single symptom. 

In the performance of its predestined function the 
ovarj' is periodically forming cysts and one which 
does not show cysts is either aplastic or senile. Each 
maturing follicle forms a “cyst,” and when ruptured 
a hemorrhagic “cyst” or “tumor” results, which in 
turn is followed by a “fibroma” or a “corpora albi- 
cans” with the end result of an “interstitial fibrosis” 
or “interstitial oophoritis.” 

There are essentially only two types of physiologic 
changes in the ovary, the cystic and the fibrotic. 
The cystic results either from the distention of a 
maturing folhcle or from the rupture of this follicle 
uith hemorrhage into the cyst. In most instances 
this is followed by a corpus luteum and finally 
fibrosis. Nature’s way of terminating the menstrual 
cycle is by a generalized fibrosis. These deviations 
in anatomic structure are without association of a 
real pathologic process. When a surgeon sees these 
fruits of his labor displayed in a pathologic museum 


he continues to attempt to relieve his patients of 
something that never caused them trouble in the 
first place. 

It is my opinion that an ovary should never be re- 
moved unless it is truly pathologic or unless it is 
removed along with other organs in the attempt to 
cure a carcinoma. It is generally true that the young- 
er a woman is the more severe the menopausal 
symptoms w'il! be following castration. Neverthe- 
less some of the most severe reactions are observed 
in women who had ceased menstruation. 

This discussion plus a demonstration of the 
physiologic ovarian changes was presented at the 
staff meetings of the various hospitals concerned. 

As can be seen from the statistics in Figure 2 the 
desired effect was forthcoming. Today the great 
bulk of ovaries removed in the hospitals I serve as 
surgical pathologist actually have a pathologic 
lesion. I am sure the same end result can be accom- 
plished in any hospital merely by presentation of a 
similar demonstration prepared locally. 




SCIENTIFIC EXHIBIT 


Chronic Shock: 

The Problem of Reduced Blood Volume 
in the Chronically 111 Patient 

T. H. CLARK, M.D., W. NELSON, M.D., CHAMP LYONS, M.D., 

H. S. MAYERSON, M.D., AND P. R DeCAMP, M.D, 

DEPARTMENT OF SURGERY, TUEANE UNIVERSITY OF LOUISIANA, NEW ORLEANS 

I T HAS long been recognized that the debilitated patient is a “poor 
risk” for extensive surgical procedures. More specifically, such 
patients have little or no tolerance for blood loss, heal their 
wounds slowly and suffer a generally protracted convalescence. 

Recent studies have shown that a reduced blood volume is a signifi* 
cant feature of the nutritional depiction of the chronically ill patient. 

Quantitative restoration of the blood volume by transfusions of whole 
blood effectively prepares the patient for an aggressive surgical pro- 
gram. A graphic summary of these observations is presented in the 
following charts and diagrams. 


Definition: Chronic shockjs the syndrome of weight 
loss, reduced blood volume and increastd interstitial 
fluid volume observed in the chronically ill patient. 

Surgical Significance: Reduced tolerance for surgi- 
cal blood loss, impaired wound healing, and pro- 
tracted convalescence. 


Adapted jroni an exhibit awarded “Honorable Mention” by the Anieriean Medical Asmeiation. 

This is publication No. 7 from a series of studies bam conducted under a grant from the Research and 
Des-eloffment Division, Office of the Surgeon General, United States Army, 
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Method of study used in compiling data on lOO 
debilitated patients. Total blood volume has been 
determined by the plasma-dye-hematocrit method, 
using the blue dye T-1824. Total red cell volume, 
total circulating hemoglobin, and plasma protein 
were calculated from blood volume. 


Calculadons of deficits are made from following 
standard values: 

Total blood volume 85 ml. per kg. 

Plasma volume 45 ml. per kg. 

Cell volume 40 ml. per kg. 

Total circulating hemoglobin. . 12.75 gra. per kg. 


CALCULATION OF STANDAOD BLOOD VOLUMES 
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The usual weight in health is used in calculating 
standard blood volumes and deficits. The blood 
volumes of patients with weight loss may be 
approximate standard values based on observed 
weights, but are distinctly below standard values 
based on usual weights in health. 
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BLOOD VOLUME and WE16UT CHAKIGES 

-DU-DING COKIVALESCENCE 



Clinical finding supporting the calculation of standard blood volumes on 
basis of usual weight in health: (t) This level is maintained during con- 
valescence after transfusion and appropriate surreal treatment. (2) Resto- 
ration of blood volume to standard values is accomplished without signifi- 
cant hemoconcentration. 


AS5E55MEMT OF ANEMIA 

^ REMOCLOBIW 
CONCRUTRATION 



CASE SO a CASE SOS 


CASE 508 CASE 503 


CAQCIMOMA CARCIWOMA CUROUIC CUQOUIC 

otE50PHA6US ofPANCRFAS SEP515 SEPSIS 


H^moglohin concctUratlons, red cel! hewa,ocrit percemascs 

fail to reflect the true def, deucy of total red Mood celt mass apparent after 
Mood t'olttme determination. 
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RED BLOOD CELL VOLU-lylE;,AA.L. 


FIHPINGS IM CMRQMIC S140CK 



malignancy CHI20N1C HEPATIC MALKJUTRlTiON PEPTiO 

SEPSIS DISEASE ULCERATION 


In chronic shoci{: (j)The total blood volume is low. (2) The total circulat- 
ing red cell volume is low. (^)The total amount of circulating hemoglobin 
is low. T here is no correlation between amount of weight lost and observed 
deficits. 


DIRECT APPROACH TO THE PROBLEM — 

WHOLE BLOOD BY TRANSFUSION 

TOTAL RED BLOODCELL VOLUYIE PRIORTO TRANSFUSl-QW 
VOLUME OF RED 01-OOD CELLS OLVZH. BY TRANSFUSIOH 


TOTAL RED BLOOD CELL VOLUME AFTER TRANSFUSION 



In absence of continued bleeding, transfusion replacement of red blood cells 
is quantitatively effective. 
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VC.TZ, CEWT or STAWDA 


REISPOMSE TO TRANSFUSION .TNCPAPV 



CASE 479 CASE -429 CASE 358 


1-tEPATlC DISEASE DEDTIC ULCEDATION CADCINOMA 

OF GALLBLADDEB. 

The average quantity of blood required to restore the total red blood cell mass was 2,700 ml, 

RESTORATION UUITH NO SIGNIFICANT HEMOCONCENTCATION 
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TOrTAl. RED CELL VOLUME 



CASE -481 CASE AE9 

HCPATIC PEPTLC 

disease ULCEPATION 


After restoration of total red cell volnme to standard, the hematocrit seldom 
exceeds 50 per cent. Restoration of plasma volnme oeenrs later dnnng eon- 

valescence. 
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ESOPHAGEAL STRICTURE 

Following esophagogastrectomy for malignancy (March, 1946), gastrostomy , fuly 5, 1^46 
Rapid clinical recovery following dilation 


Case 326 — ^y-year-old male; usual weight, 220 lb. 


Date 

Period 

Weight 

(pounds) 

Total 

Hemo- 

globin 

Total 

Cell 

Volume 

Blood 

Volume 




Percentage of Standard 

July 1,1946 

Preoperative; prior to transfusion 

149 

56 

65 

73 

July 5, 1946 

Preoperative; after transfusion of 2,500 
ml. blood 

Unchanged 

113 

II8 

126 

July 17, 1946 

Postoperative; high protein gastrostomy 
feeding 

Unchanged 

90 

90 

78 

August 27, 1946 

Postoperative; patient able to swallow 
high protein diet 

16I 

100 

102 

98 


After effective transfusion therapy, restoration of depleted reservoirs of tis- 
sue protein is accomplished by feeding a complete diet. 


IMPROVED TOLERAKfCE TO 



CASE 30 iS>_ GAUS-<BX ol 


Id ma.lc - Ca.rcinomcL ot stomach 


Restoration of total red cell volume to standard has 
prepared patients for all indicated surgical opera- 
tions. Whole blood transfusions provide adequate 
and rapid preoperative preparation and insure a 
smooth operative course. Blood lost during opera- 
tions is replaced concomitantly. 


Ancstlicsi3r Cyclopropane and ether h\ endotrach- 
eal technic. 

Operation: Total gastrectomy and anterior gastro- 
enterostomy for carcinoma with subtotal pancreatec- 
tomy, splenectomy, transverse colectomy, resection 
of greater omentum, and jejunostomy. 
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The Medical Bookman 

PRACTICE OF ALLERGY * 


W ARREN T. Vaughan’s classic text on the 
Practice o£ Allergy has been published in 
a new edition revised by J, Harvey Black 
of Dallas, Texas. This second edition was in prep- 
aration at the time of Dr. Vaughan’s untimely 
death in 1944. As the readers of the original edi- 
tion will recall, the book had a flavor unusual in 
medical volumes. It made fascinating reading for 
physicians in all specialties and the second edi- 
tion seems to have lost none of the interest and 
flavor of the earlier work. Dr. Black has been 
wise in retaining most of Vaughan’s phrasing and 
attack. The text has been altered, however, when- 
ever new developments in the field required it. 

The volume is notable in several respects. A 
thirty-six page bibliography includes most of the 
articles of real importance in the field. The con- 
troversial subjects of bacterial allergy and focal in- 
fection are masterfully handled, the controversies 
adequately presented, the various points of view 
in the literature well covered, and the author's 
own views with reasons therefor clearly stated. 

The section describing the part which fungi play 
in allergy covers sixty pages and is beautifully il- 
lustrated by photograph and sketch. In addition to 
the discussion of respiratory allergy to these agents, 
a chapter on fungus infection of the skin with as- 
.sociated allergy has been rewritten by Dr. J. B. 
Howell of Dallas, Texas, and represents the pres- 
ent thinking of the dermatologist and the allergist. 

Allergy to insects and their products, called in 
this text Entomogenous Allergy, is briefly but in- 
terestingly covered, the various reports in the liter- 
ature dealing with sensitization to bed bugs, mos- 
quitoes, fleas, house fly, butterfly, caddis fly, and 
other insects being reviewed. 

Most of the drugs capable of acting as allergens 
arc listed in the section on drug allergy. A short 
section descriptive of the manifestations usually 
produced by each drug is included. One wishes 
that more space were given to the ireaimcni of 
drug allergy by desensitization in those instances 


•I'raclicc of Allcrpy. lU Warren T. Vauphan. .Nf.D., 

%cy Black. M.D. and Edition. H32 papes. illustrated. 1940. t- '• 
Mosby Company, Sc. I.oitis. Price $15.00. 


in which this measure is required. The subject is 
covered in the te-xt by the following statement, 
“The same general principle is followed as in all 
other desensitization processes, namely, gradual in- 
creases from an original minute dose.” On the 
whole, however, the text throughout is most thor- 
ough and complete, each section including discus- 
sion of all related factors. 

Despite this completeness the reviewer notes cer- 
tain omissions. Relatively little mention is made of 
the relationship of allergic symptoms to the physi- 
ology of the autonomic nervous system. It is ap- 
parent in the study of any allergic patient that 
there is a very- close interplay between allergic 
symptoms and the patient’s emotional state. Sev- 
eral psychiatrists have commented at length upon 
the characteristic personality background or traits 
of persons suffering from allergic manifestations. 

Since the work of Dale and Lewis of England, 
it has become increasingly apparent that histamine 
or some closely related substances such as acetyl- 
choline are the substances liberated at the site of 
allergic reaction. The liberation at these sites then 
produces the phenomena characteristic of these 
drugs, that is, capillary permeability, capillary dila- 
tation, and edema. For some years it has also been 
recognized from the work of Dale and others that 
acetylcholine is the substance which when liber- 
ated at the end organs of parasympathetic nerves, 
produces the parasympathetic response. It appe.ars 
then that the same or similar chemical substances 
can be liberated in tissue by two means. It would 
seem reasonable then that adding histaminc-like 
substances from a parasympathetic nerve response 
to the histamine already formed at a given site 
from the allergic reaction will push the histamine 
reactivity above the threshold necessary for the 
production of physiologic alterations in that tissue 
and thereby give rise to the allergic manifestations. 

The text also fails to bring out a point which 
the reviewer holds essential: iliai the diagnosis of 
the allergic state be prcci.sely made before the dif- 
ficult, time-consuming Job of detecting allergens is 
instituted. Searching for allergens in a non-a!lcrgic 
patient is no more reasonable than starting deep 
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Chocolate. Cocoa. — Theobroma cacao 

Chocolate is a contribution from the New World, Mexico, the West Indies, and elsewhere. It is now grown also in 
British West Africa, Brazil, Ecuador, San Domingo and Venezuela. Cortez first knew of cocoa when he was treated to 
the drink from gold cups in the palace of the Aztec Emperor, Montezuma. The Spaniards carried cocoa back to Spain. 
They kept its secret for many years, selling it at a high price, as chocolate to the wealthy classes in Europe. 

The word cocoa is a corruption of the Spanish cacao which is in turn an adaptation of the Indian Cacauad. The 
Mexican Indian also used the term chocolatl. As early as 1550 chocolate factories were scattered through southern 
Europe. The first factory in America was established in 1765. 

The cocoa tree grows from 16 to 30 feet in height. The pods arc large, from 6 to 12 inches long and from 2 to 5 
inches in diameter. The cocoa bean, about the size and shape of a kidney bean, is protected by many layers, from in- 
ward ourtvard, the bean shell, slime tissue, a soft inner shell and the hard almost woody outer shell of the pod. 

The roasting of the bean adds flavor. It is put through several processes before it emerges as a thick oily liquid 
which is run into molds and allowed to cool. This is the common bitter chocolate. In sweet chocolate cocoa butter 
and sugar are added. Milk chocolate contains, in addition, a condensed milk or milk powder. As stated under soy bean 
it may contain soy bean milk and oil. 

Cocoa, Theobroma cacao or breakfast cocoa, is derived from the same bean but has more of the cocoa butter or oil 
removed. 

Cocoa butter is used in confectionery, especially in chocolate covered candies, in the drug trade and in the manu- 
facture of toilet preparations and cosmetics. It is especially appropriate for some of these uses since it melts at about 
body temperature. It does not turn rancid. 

A boy with dermatosis, allergic to chocolate, who had never had asthma, developed bronchopneumonia. During 
convalescence he ate chocolate. His cough persisted for three or four weeks. The blood showed 12 per cent eosinophilia. 

Chocolate was then eliminated from the diet after which the cough promptly disappeared and the eosinophilia 
dropped to 4 per cent. I have seen cases of dermatitis from cocoa butter applied locally, in persons who were atopic to 
chocolate. 


Example of manner in which description of foods is covered. 


X-ray therapy for carcinoma before the diagnosis 
of carcinoma has been established. The text fur- 
ther allows a misconception common to American 
physicians to be preserved. This misconception is 
that the diagnosis of the allergic state is made by 
applying skin tests. It is a surprisingly common 
and a completely false belief that by the applica- 
tion of skin tests one may learn whether or not the 
symptoms of which the patient complains are al- 
lergic in origin. One finds frequently that people 
who have never in their lives had allergic mani- 
festations will show several positive skin tests, and 
it is conversely not infrequent that patients suffer- 
ing from frankly allergic symptoms will give com- 
pletely negative skin reactions. The skin test is a 
tool in the armamentarium of the physician, giv- 
ing him clues as to which substances may be 
weighted more heavily and which substances may 
be regarded more lightly in patients in whom the 
diagnosis of the allergic state has been positively 
made by other means. Despite the failure of de- 
emphasis of skin testing, the text does discuss the 
failure of the skin test method and the various pos- 
sible reasons therefore. 

Another omission apparent to the reviewer is 
the relatively brief discussion of sensitization to 
oils and fat. This omission is probably due to the 
lack of knowledge of and to the dearth of litera- 


ture on this subject. It is frequendy and sometimes 
embarrassingly apparent, however, to those study- 
ing this field that tissues do become sensidzed to 
substances of this class. One would have enjoyed 
having this relatively dark corner of the subject of 
allergy illuminated. However, to the reviewer’s 
knowledge the subject has not been studied suf- 
ficiently to allow fuller discussion. 

Another subject which is but briefly mentioned 
is cardiac asthma. Among padents with cardiac de- 
compensadon it is not infrequent to see padents 
whose dyspnea is due obviously to narrowing of 
the bronchial airways rather than to pulmonary 
edema or to diminished oxygen and increased 
carbon dioxide tension. Among these people one 
occasionally finds those patients in whom specific 
agents effect allergic responses, the exhibition of 
these increasing or their removal decreasing such 
symptoms. More frequently, however, one is totally 
unable to find any allergenic factors operadng. It 
is suspected that some reflex mechanism precipi- 
tated by the physiology of cardiac failure may be 
operative in these patients producing bronchial 
edema, hypersecretion of bronchial mucous glands, 
or constriction of the bronchial musculature. How- 
ever, one searches the literature for adequate dis- 
cussion of this subject without avail. 

Turning to consideradon of the various sections. 



Figure 304. Types of 
chest deformity associated 
with asthma. 

First row: Flat chest with 
tendency to pigeon breast, 
seen especially frequently 
in the growing child. Gen- 
eralized muscular asthenia 
is commonly present. Im- 
provement in muscle tone, 
with graded exercises if 
necessary, often helps the 
general condition. 

Second row: With begin- 
ning barrel chest, the clav- 
icle becomes raised, appear- 
ing horizontal rather than 
dipping downward toward 
the sternum. Owing to the 
chest deformity and the al- 
lergic facies, depression of 
malar prominences, the first 
two figures of this row (not 
related) resemble each 
other to such an extent that 
they might be taken for 
brother and sister. 

Third row: More pro- 
nounced emphysema with 
barrel chest and horizontal 
clavicles. 



one finds that in discussion of the b.asic sciences as 
related to allergy, the authors have made 
a study which for many is strictly pedanuc. / 
the concepts and theories which have been c > 
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other observers arc entertainingly presented. The 
authors discuss their own theories making plain 
that they arc theories and voicing the opinion that 
as more adequate concepts arc derived out of bet- 
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Figure 333. The nervoiis or psychic faaor 
in ailergic responses. Tliis patient's abdomen 
svouJd baiJoon up, as is shov/n here, v.-jthin 
three minutes after eating certain foods, espe- 
cially orange juice, or after dipping the hand 
in ire svaier. Photograph '.’/as ta-ten s’/ith the 
latter as the excitant. Breath holding or other 
obvious diaphragmatic manipulation did not 
accompany this response. The back is not arch- 
ed. The ballooning persisted although the pa- 
tient continued to breathe nonnally. Relief 
follo'.’/ed dipping the hand in hot v/aier. 

.Abdominal distention is a frequent feature 
of gastrointestinal allergy. Hov/c/er in the 
above case the e-vareme degree and rapidir/ 
of response suggests a predominant psychic 
factor. The patient v/as not of the hysterical 
type. .Allergic food avoidances have given re- 
lief through the tv/o intcr/ening years. .Al- 
lergic therapy relieved, possibly through sug- 
gestion. 


llliii:rzU‘}7:; jrorr,: i'-y.ghir-Blzcl , '' zr.i Vrc'Hc' oj Allergy." 


:er ejttJtrittiental c-tdence these theories v/i'l then 
be replaeed- 

The sources o£ information regarding 2 patient's 
sensitization are thoroughly covered, bfc.ny help- 


ful points are made in regard to history taking. 
It is brought out that the important points of tlie 
allergic's history can be arrived at only by inornate 
and pzwstsking discussion v/ith the patient in re- 
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garcl to how he lives, what he lives with, what his 
food habits are, what are the idiosyncrasies of all 
kinds which he has experienced. All of the meth- 
ods of obtaining information from skin testing are 
carefully evaluated, including the method of pas- 
sive transfer and the method of making mucous 
membrane tests. Patch testing is discussed together 
with the substances to which the method is ap- 
plicable. 

The chapter on the leukopenic index remains. 
This method was devised by Dr. Vaughan but is 
not at present widely used. It depends upon the 
depression of the total neutrophile count over one 
or two hours in a patient who has ingested a spe- 
cific food immediately preceding the test. No dis- 
cussion is made of the eosinophilic index, a meth- 
od similar to the leukopenic index but depending 
upon the elevation of the total eosinophile count 
following such ingestion. Neither is mention made 
of Arthur Coca’s contention that ingestion of an 
allergenic food will cause tachycardia. Coca feeds 
the patient a dish of a given food recording the 
pulse rate at frequent intervals during the course 
of the next two hours. If the pulse rate rises dur- 
ing this time Coca assumes that this represents evi- 
dence of sensitization. This method has never been 
accepted by American allergists but neither has the 
concept been refuted. The book includes a useful 
portion on methods of testing for physical allergy 
including cold testing, heat testing, actinic test- 


ing, and trauma testing with a review of some of 
the observations made by various observers in re- 
gard to this subject. 

The volume’s essential core is the sections deal- 
ing with the diagnosis and treatment of food al- 
lergy and with the study of pollens and pollinosis. 
These chapters comprise about half the text and 
are the high points therein. No other English text 
covers these subjects comparably in either breadth 
or depth except perhaps Coca, Walzer and Thorn- 
men in their monograph published in 1931. All of 
the methods of detecting allergenic foods are ade- 
quately and interestingly discussed. The section 
on botanical description of the food plants, their 
origin, their occurrence and use in manufactured 
or prepared foods is exhaustive and the best avail- 
able. Likewise the pollen section is just as thor- 
ough. Part of it is written by and the rest contains 
much material from the student who has done the 
greatest work in this field, O. C. Durham. One 
actually recognizes the grasses and plants from the 
excellent photographs made by the late Dr. 
Vaughan in person. 

One concludes that, though flaws are apparent, 
this volume remains a classic in its field and has 
grown in statute with revision. It is unequivocally 
recommended alike for the casually interested and 
to the student of the subject. Each will find re- 
ward in plenty. 

A. w. 


New Books Received 


► GENERAL ENDOCRINOLOGY - - - 

By Donnell Turner. Ph.D„ Associate Professor of Zo- 
ohgy, Northwestern University, tst Edition. 604 pages 
with 164 figures. 194S. IP. B. Saunders Company. 
Philadelphia and London. Price $6.75. 


Even more than the title implies, this text discusses 
the subject of endocrinology from a broad didactic 
point of view. The author reveals an cxlr.iordin.'iry 
ability to integmte the fundamental knowledge of this 
subject from the various biologic sciences and to trans- 
mit this information in an orderly and clc.ar manner. 
The subject matter is .approached from an experimental 
rather than from a clinical point of view. As the text is 
intended for students who are concentrating on cx* 
pcrimcnl.ll biolog)’, the maicri.il is presented as a 
fundamental aspect of biologic science rather titan as a 


medical specialty. However, the author has chosen the 
human l>cing wherever possible to illustrate the opera- 
tion of biologic principles. 

Aside from the unquestionable importance of this 
book to students of experimental biology, the Itook 
should be of value to medical students and graduate 
physicians who arc interested in obtaining the broad- 
est point of view in titc study of endocrinology, and for 
those practicing physicians who desire a refreshing re- 
view of the basic knowledge in this field. 

.St. s. 
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► CLINIQAI. UROLOGY - - - 

By L. E. 'hicCrea, M.D. 2nd Edition, 505 pages, 26^ 
illustrations. 1948, F. A. Davis and Company, Phila- 
delphia. Price $6.^0. 


According to the preface, this book is to aid in the 
determinadon of “what is it? what to do? and how 
to do it” in the form of a concise, pracdcal treatise. It 
is intended for general pracddoners, interns, and stu- 
dents, and is said to have been largely rewritten. 

On the whole, it achieves its objecdves, since it covers 
the field prett)’ completely and concisely, and is unusu- 
ally well illustrated (the author is an enthusiasdc ama- 
teur medical photographer). However, a book intended 
for the group mendoned above should certainly con- 
tain a few key references to the literature where there 
are grounds for differences of opinion. Unfortunately, 
this one does not. Better proof reading would have 
eliminated certain amusing inconsistencies, such as 
“impassable strictures are treated by internal urethro- 
tomy . . .” (you just can’t do itl), and “the infected 
prostate can and does not act as a focus of infecdon,” 
to name just a couple. 

Your reviewer also objects to devoting almost Uvo 
pages to a classificadon of “Neurogenic Bladder,” a 
poor but widely used term, while giving only a few lines 
to a fairly ambiguous discussion of treatment. One must 


also cridci2x his recommendation of mercuric cyanide 
as an antisepdc (it ain’t) for sterilizing catheters, and 
of a combinadon of prosdgmine and Syntropan, which 
ought to counteract one another pretty completely, for 
postoperadve retendon of the urine. 

Much of the book is much too dogmadc to be of 
maximum value, although this doubtless results from 
the desire to be brief. Thus “a stricture should never 
be cut if it is possible to pass a filiform through it,” and 
“exposure of the tumor (in the bladder) should always 
be by the suprapubic route” need a good deal of quali- 
ficadon and discussion. 

Even so, the book could be recommended to “stu- 
dents, interns, and general pracdtioners” were it not 
for the author’s puffing up of the long discarded old 
supersddon that sudden emptying of the chronically 
distended bladder is dangerous, and his recommenda- 
don that anuria from sulfonamides be treated by three 
to four thousand cubic cendmeters of isotonic saline by 
vein each day. This is not good modern treatment be- 
cause its use in an anuric padent is so likely to lead to 
edema and to cardiac failure. c. n. c. 


► PSYCHOSOMATIC DIAGNOSIS AND TREATMENT 

By Flanders Dunbar, MD., with the assistance of Drs. 
Jacob Arlaw, Raymond Hussey, Bertram Lewin, Rob- 
ert C. Lowe, Sydney Rubin, E. Schneider, Lester JV. 
Sontag, and members of the staff of the Department of 
Medicine and Psychiatry of Columbia-Presbyterian 
Medical Center, Hew Yor\. ^01 pages. 1948, C. V. 
Mosby Company, St. Louis. Price $6.^0. 


Proceeding on the theory that there are psycho- 
physiologic interreladonships, not only in the visceral 
diseases, but also in the nervous and infecdous diseases 
as well, the authors have applied certain “psycho- 
dvnamic principles previously studied in visceral dis- 
eases to syndromes involving voluntary musculature 

► FRACTURES AND DISLOCATIONS 

By Edwin 0 . Gecl^eler, M 
tion, 57/ pages. 1^48, The 
pany, Baltimore. Price $5.01 


and reacdons to reacdons.” They conclude that each 
type of disease syndrome is probably characterized by 
a specific type of personality profile and that, therefore, 
it is necessary to “study the whole organism,” includ- 
ing histoty'-taking as “a vital and integral part of the 
study of the personality profile.” 


D., Philadelphia. 4th Edi- 
Williams & Wilkins Com- 


This edidon, which was written for the general prac- 
duoner and the student, brings up to date “cw 
developments in traumatic surgery since the edi- 

tion was written, including methods which developed 
out of experience gained in the recent svar. \Miere there 


is a choice of procedure in the management of various 
fractures, the author continues his earlier practice of 
recommending the method he considers the simplest 
and most reliable. Each section of the book is profusely 
illustrated. 



Men ^Medicine 

THE CLASS WILL COME TO ORDER 


D r. ERNEST SACHS, holder of this country’s first 
professorship in neurologic surgery, is a 
plumpish, balding, straight-talking man 
whose ability to make the air in an operating room 
cyanotic is vividly recalled by former students 
from England to Argentine. 

The great saving grace about this pioneer brain 
surgeon is that virtually all of his colleagues and 
many of his students realize his peppery, impa- 
tient, and outspoken qualities have been prompted 
through the years by a fierce devotion to basic 
principles. 

In a specialty which requires profound concen- 
tration, Dr. Sachs has long been known for the 
demands he has made of himself and those around 
him in the provision of meticulous care for the 
patient. Always methodical, he has insisted that 
it is the duty of the surgeon himself to prepare his 
own operating field. Throughout the three decades 
since his professorship at Washington University 
in St. Louis was established, he has stoutly main- 
tained that not alone the neurologist, but the neu- 
rologic surgeon must participate in a diagnosis if 
intelligent treatment is to be rendered. 

Even those former students, who once in a while 
disrupted Sachs’ celebrated weekly, Thursday noon 
diagnostic clinics by setting off alarm clocks, freely 
concede now that his stern attention to business 
produced deep-seated and lasting benefits. Of those 
clinics at the St. Louis medical school, Dr. Sachs 
is wont to say, in the words of Dr. William Osier, 
one of his own great teachers: “They were to train 
the powers of observation. Their purpose was to 
train the eye that sees not, the hand that feels not 
and the ear that hears not.” 

That his lessons, delivered in a strong voice 
which carries with the force of a foghorn, were 
effective is evidenced in the achievements of some 
of the students and fellows who worked under 
him. Among these are Drs. Alton Ochsner, Cobb 
Eilcher, Edward Fincher, J. Barrett Brown, Roland 


M. Klemme and Henry G. Schwartz. The latter 
succeeded Dr. Sachs when he retired as chief of 
neurologic surgery at Washington University in 
July, 1946. Of the Sachs-trained fellows who have 
remained in surgery, not one has failed to be 
named chief of the specialty at his institution, in- 
cluding Oxford and the Universities of Liverpool 
and Argentina. Seven hold professorships. 

Above all, Dr. Sachs counts himself a teacher. 
Seventy years old last January, his temper has be- 
come quiescent and his manner has mellowed. Yet 
he still can whip up a disturbance at the thought 
that, to his knowledge, not a single U.S. medical 
school includes the fundamentals of pedagogy in 
medicine in the material it gives its students. 

Himself a product of a family noted for its 
achievements in education, he believes as he looks 
back upon his career that he strove always to avoid 
the old, stereotyped questions, to lead students to 
do their own thinking. Too often, he long has 
maintained, this principle has been cold-shouldered 
by instructors appointed only for their accomplish- 
ments in the laboratory and the operating room, 
without regard to their ability as teachers. 

“You can’t teach only by Hippocrates and the 
grace of God,” he is prone to say. “The outstand- 
ing student doesn’t need deft instruction, but the 
majority of students are not outstanding, they are 
average. A great deal can be done, I believe, to im- 
prove the character of teacliing in our medical 
schools. Improve that and we will improve the 
quality of service rendered by the average practi- 
tioner,” 

As Ernest Sachs looks about at the prevailing 
scene in the field of neurologic surger>', he con- 
fesses that the sight leaves him somewhat incredu- 
lous. When he began, in the first two decades of 
the century, it was a lonely realm in which Hars'cy 
Cushing, Charles H. Frazier, Charles Elsbcrg and 
he were about the only figures. 

Not until 1919, shortly before Sachs, Cushing 
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and others formed the Society of Neurological 
Surgeons, was the specialty fully created. “I often 
wonder how we got by,” Dr. Sachs says in awed 
tones. "Even blood transfusions were troublesome. 
It was a rare sight to see a patient with a brain 
tumor. Before 1918, and Walter Dandy’s discovery 
and development of ventriculography, our clinics 
thought they were doing splendidly if they local- 
ized 50 per cent of tumors. Finding young men 
willing to enter the field then was vastly more 
difficult than finding an adequate supply of nurses 
is now.” 

Today, he notes, hundreds of gifted, young 
students are streaming into neurologic surgery. 
Something is considered amiss if existing tumors 
are not successfully located in 97 per cent of the 
craniotomies performed. 

Dr. Sachs spent his childhood and early man- 
hood in his native New York. For a while, he con- 
fesses, he had a trying time because he attended 
the private school of which his father, the late 
Dr, Julius (Ph.D., not M.D.) Sachs was principal. 
“Have you ever been the principal’s son.?” the 
physician inquires ruefully, his direct gaze coming 
over his spectacles. The senior Sachs later was to 
be, for fifteen years, professor of secondary educa- 
tion at the Columbia University Teachers’ Col- 
lege. There is now, at the college a scholarship en- 
dowment fund established by the surgeon’s father 
and his mother, Rosa Sachs. 


T he family lived on New York’s West side, 
near the Museum of Natural History, but Dr. 
Sachs stoutly maintains its proximity had nothing 
to do with his early interest in science, biology and 
medicine. Always a plump youngster who insists 
he never was called "Fatty,” he was ever the seri- 
ous, studious type. His boyhood collections of rocks 
and butterflies were the bane of his mother’s exist- 
ence, but young Ernest, with the dogged applica- 
tion that was to be a permanent hallmark of his 
character, made weekly excursions into the coun- 
tryside to add to his store of specimens. 

When he was 7, he began taking cello lessons. 
"It was the fashion," he recalls a trifle wryly. Un- 
like most juvenile musicians, however, Ernest 
stuck to his cello. Later, at Harvard (where he 
was class of 1900), he was to organize a Haydn 
String Quartet; one of his fondest college memo- 
ries is the occasion when the quartet gave its first 
concert at the dean’s home, creating such interest 


that Charles Eliot Norton was moved to attend. 

Propelled by an early interest in surgery, he 
visited the Massachusetts General Hospital one 
day during his senior year, to see whether he could 
tolerate watching an operation. It was an especial- 
ly gory amputation of the knee Joint he viewed on 
that occasion, and he was compelled fully six times 
to dash out for air. Happily for neurosurgery, he 
never suffered this malaise after he got to medi- 
cal school at Johns Hopkins in the autumn of igoo. 

With characteristic enthusiasm, Dr. Sachs counts 
himself lucky to have had the teachers he did. It 
was the period of Osier, William S. Halsted and 
Arpad G. Gerster. To the latter, especially. Dr. 
Sachs credits his abounding Jove for the principles 
of postoperative care, and the notion that a man 
may be an excellent operator, yet still be woefully 
deficient in his knowledge of the many niceties of 
patient care. 

When Dr. Sachs entered his period of intern- 
ship at Mount Sinai Hospital in New York, Jiis 
objective was general surgery. But his uncl^ Dr. 
Bernard Sachs, who headed the neurology depart- 
ment at the hospital, began impressing on the 
young intern’s consciousness the fact that there was 
an acute shortage of personnel in the virgin field 
of neurologic surgery. Everywhere the word was, 
“Brain tumors always die.” In the profession, or 
more exactly, in a tiny segment of it, there was 
alert interest in the work of Harvey Cushing, just 
then beginning to apply to brain and spinal cord 
surgery the principles promulgated by Dr. Halsted 
for general surgery— delicate care of the tissues, 
control of hemorrhage, the use of the silk technic. 

Sachs gave in. “I don’t know,” he says reflective- 
ly, "I suppose I went in for neurosurgery because 
it was a field everybody said was so ‘hopeless.’” 
He performed his first brain operation at a New 
York nursing home. "It was a tough case,” he 
recalls candidly, “and I don’t think I was so damn 
calm.” 

Even then, he was convinced that sound neuro- 
surgery demanded, first of all, a thoroughgoing 
knowledge of neurology. Without this, he reason- 
ed, there never could be a neurosurgical specialty. 
He therefore spent about eight months studying 
neurology under Henry Oppenheim and Heinrich 
Obersieiner in Berlin and Vienna, and followed 
this with two years of study under England’s Sir 
Victor Horsley. These three, and especially the lat- 
ter, Sachs counts among his idols, but it is no un- 
critical idolatr)'. In later years Dr. Sachs was to 
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Photograph taken at the annual meeting of the Society of Neurological Surgeons, New York, about 1936. 
Seated, from left to right: Charles A. Elsberg, Charles H. Frazier, Howard NalTziger, Harvey Cushing, and 
Alfred S. Taylor. Standing, left to right: Byron Stookey, Wilder Penficid, Loyal Davis, Samuel Harvey, Ken- 
neth G. McKenzie, Max M. Peet, Charles Bagley, H. H. Kerr, Carl W. Rand, Ernest Sachs, J, Jay Keegan, Jason 
Mixter, Charles E. Dowman, Francis C. Grant, and W, McK. Craig. 


note disapprovingly that Oppe-nheim’s day sanc- 
tioned separate, preliminary diagnosis by the medi- 
cal man and then operation by the surgeon. 

R esults in those daj's were so discouraging, and 
candidates for the field so few in number that 
Dr. Sachs has recalled that his first neurologic con- 
tact with Dr. Cushing in 1909 was in the form of 
a letter received while he was with Sir Victor. Dr. 
Halsted had just given permission for a resident. 
Dr. Cushing wrote wistfully, and would Dr. Sachs 
like to come home and take the job.' Sachs re- 
gretfully had to turn down the offer because his 
work with Dr. Horsley was not yet finished. 

A few years later, Dr. Sachs himself was to re- 
ceive a note from Dr. Frazier suggesting that the 
former take on a promising young comer named 
M. M. Peet. “He was too promising,” Dr. Sachs 
now exclaims. “He never came.” As late as 1919, 
he was to hear again on the same subject from Dr. 
Cushing, who wrote to ask if Dr. Sachs knew of 


any worthwhile potential assistants. In sum, even 
the neurosurgical topnotchers were scraping around 
at the bottom of the barrel. 

When Dr. Sachs returned to New York from 
England in 1909, he hoped to enjoy a period of 
general surgical practice, but pressure in another 
direction was too strong. Very shortly thereafter, 
he was (as he puts it) “pushed” into neurosur- 
gery; after stints in Montefiore, Beth Israel and 
Bellevue Hospitals, he joined the Washington Uni- 
versity medical school faculty in 1911. 

There, an old student remembers, he quickly es- 
tablished a custom he never forsook in the ensuing 
years, of accompanying students and fellows to 
brain cases in personal rounds he made at least 
once a week. He thought it a major offense then, 
to .smoke in a patient’s room, and he still does. 

During those first years in St. Louis, a suspi- 
ciously high number of patients were reported by 
their physicians to be dying of “a stroke.” The 
pudg}' Sachs frame and full moustache began pop- 
ping up at meetings of county medical societies in 
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Missouri cind Illinois, as the surgeon started to 
beat the bushes in an effort to spread awareness 
of the symptoms of brain tumor. Dr. Sachs was a 
little tired of having everybody remember the 
Maine. He wanted more practitioners to remember 
the tumor. 


Actually, the history of neurosurgery began in 

\ 1919. It was the year in which Dr. Will Mayo 
first introduced the term, "neurologic surgery,” 
after Dr. Cushing had delivered a memorable ad- 
dress on brain tumor statistics before the Ameri- 
can College of Surgeons. “Today, we have wit- 
nessed the birth of a new specialty,” was Dr. 
Mayo’s comment. It was the year, also, in which 
Dr. Sachs received his epoch-making professor- 
ship, now a commonplace in most universities. 

Dr. Sachs, ridden by a deplorable weakness for 
not remembering faces but blessed with a remark- 
able memory for facts and a methodical way with 
old correspondence, has rich recollections of those 
first days of the Society of Neurological Surgeons. 

At the initial meeting, Dr. Cushing was to oper- 
ate on a brain tumor, Dr. Sachs recalls, but when 
the patient was wheeled in, he was spewing, 
coughing, and blue. After a period of watching, 
while the anesthetist, who had given ether, vainly 
tried to quiet the patient. Dr. Cushing suddenly 
said, ‘‘We won’t operate. Any patient who behaves 
as he does won’t stand operation.” 

The decision, a hard one to make, exerted a pro- 
found impression upon Dr. Sachs, who has stub- 
bornly erhphasized the precept to more than a gen- 
eration of students that the patient comes first. 
Only one other violation of his code makes him 
come out of his corner with greater belligerency. 

Th.at is to find a surgeon, especially a neurologic 
surgeon, who gives up on a case, even the most 
desperate. The only progress recorded to date, he 
feels, has been achieved because somewhere along 
the line there were men willing to keep trying no 
matter how high the odds. 

Dr. Cushing was the first president of the Soci- 
ety of Neurological Surgeons and Dr, Sachs its first 
secretary, a post he held for almost six years. Later, 
he too, became president, a post he also was to 
hold in 1943 with the American Neurological As- 
sociation. He also is an honorary member of the 
Royal (British) Academy. 

In an address delivered three years ago to the 
Surgeons, Dr. Sachs recalled that its first years 


were filled with much technical correspondence 
and difference of opinion on matters which today 
provoke only unanimity. Dr. Sachs' early corre- 
spondence with his friend Cushing dealt with 
Gigli saws, different kinds of operative clips, a type 
of electric light bulb which Dr. Cushing had seen 
Dr. Sachs use on a headlight and could not get in 
Boston. Comments at the 1921 meeting were criti- 
cal of ventrical punctures and the withdrawing of 
cerebrospinal fluid to reduce pressure. Dr. Cushing 
was worried about the possibility of serious acci- 
dents resulting from Dandy’s procedure for inject- 
ing air into the brain to locate tumors. 

Although Dr. Sachs did his own first air injec- 
tion in 1918, shortly after Dr. Dandy had described 
the technic, he confesses it was almost a decade 
before he really got off the fence. Today, he re- 
gards this and the introduction of electrosurgical 
technic by Dr. Cushing in 1927 as the major signs 
of neurosurgery’s coming of age. 

Friends say the fact is that, progressive teacher 
though he may have been, Dr. Sachs tempered his 
enthusiasm with conservatism for the benefit of the 
patient. He has a stubborn passion for things that 
arc tried and true. Though it remains the banc of 
his operating room assistants, he still sterilizes his 
hands with potassium permangenate and oxalic 
acid before operating. 

Never one to shirk from objective self-analysis, 
Dr. Sachs candidly describes himself and many of 
the other pioneers of neurosurgery as “a bunch of 
prima donnas.” In 1923, he and a number of the 
others temporarily fell into disrepute with the hard- 
working Dr. Cushing when they arrived at the 
society’s annual dinner, mellowed by a cocktail 
session, only to have Dr. Cushing announce, soon 
after the meal: "Time to go, men. I’ve arranged a 
clinic for you at 8 o’clock, and the patients arc all 
lined up.” 

“Nobody wanted to go,” Dr. Sachs recollects 
with a sigh. "Looking particularly at the secre- 
tary — me — ^Dr. Cushing said angrily, ‘Well, if 
you're going to make this an eating club, I’m go- 
ing to get out.’ ” Next day, however, Cushing was 
affability himself, staged an impressive operative 
demonstration and even had a friendly word for 
the disgraced secretary. 

Dr. Sachs, as he likes to put it himself, has been 
“guilty of’ two books of considerable stature. The 
first, “Diagnosis and Treatment of Brain Tumors,” 
was published in 1931 and became the first English 
language work detailing this field in comprehen- 
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sive fashion. He wrote it primarily with a view to 
helping the general practitioner recognize the pres- 
ence of brain tumors and grow ever more aware 
of the old Sachs rallying cry, that brain tumors 
were not rare diseases. 

His second book, “The Care of the Neurosurgi- 
cal Patient,” published only four years ago, sum- 
med up what Dr. Sachs has stood for: meticulous 
attention to detail. 

Dedication of his first book, and a graceful trib- 
ute in the preface of the second one to his wife, 
Mary Koues Sachs, are more than a formal gesture 
from husband to spouse. In point of fact, some 
friends say, only those students lucky enough to 
get one of the invitations to the Sachs home and to 
see the surgeon in his home habitat got a good 
look at the real measure of the man, under the 
iron curtain of his pedagogic crispness. 

They still call each other “Sweetheart,” after 
thirty-six years of marriage. 

Their close kinship serves to dispel any notion 
that Dr. Sachs may have a constitutional objection 
to the marriage institution when he says regret- 
fully that distractions from duty inevitably ensue 
for the high proportion of today’s interns who are 
married. “When I was young,” he is wont to say 
sternly, “a man couldn’t get a hospital place if he 
was married.” 


M ary sacks is her husband’s junior by four 
years, a slight, slender, white-haired, effer- 
vescent woman who writes prize-winning poetry 
and has been active in the League of Women 
Voters and other politically-conscious organiza- 
tions. Friends call her “Maisie.” She knows her 
own mind and, some say, has been unsuccessful 
until recent years in only one effort involving her 
husband; this was her steady campaign to make 
him professionally mellow. From the beginning of 
their union, she has been her husband’s literary 
editor and critic. “She’s always felt I needed one,” 
Dr. Sachs sighs resignedly. “And she’s so right.” 

Save only for patient’s names, she has shared Dr, 
Sachs’ complex cases with him. With startling ease, 
she can explain the significance of his contribution 
in 1946, when he helped pioneer the handling of 
brain abscesses by excision as a means of reducing 
- mortality from draining. She is familiar with the 
details of his important 1932 report on effective 
uses of electrosurgery, especially in the treatment 
of blood vessel tumors in the brain. 


“Mary is an incredible optimist,” Dr. Sachs says 
ruefully. “She had to be, to live with me.” He takes 
a curious kind of pride in the fact that they were 
married only four months after they had met, in 
the Adirondack Mountain town of Keene Valley, 
N. Y., where the Sachs family had a summer home 
and where Mrs. Sachs then was working as a set- 
tlement house social worker. 

Today, at the stage of his career where he is get- 
ting professional longevity plaudits from the Jour- 
nal of Neurosurgery — such a printed posy was sent 
his way in the January issue — Dr. Sachs neverthe- 
less continues to adhere to his old schedule: break- 
fast at 7 a.m., first operation at 8. More often than 
not, he continues to be the first to reach the operat- 
ing room where his “Do It Now!” signs became a 
fixture many years ago. Save for his retirement 
from teaching, his only concession to the passing 
years has been a diminution in the number of 
operations he performs; until recently, he observed 
a six-day operating week. As usual, Mrs. Sachs 
never permits her husband to get off, of a morn- 
ing, without first fixing his breakfast. 

Sharper than ever is the contrast between Sachs, 
the stern operating room disciplinarian and Sachs, 
the healer orienting a patient, or a patient’s family. 
He continues to have an active fear of becoming 
one of those physicians who barricade themselves 
behind secretaries, hence startles many a telephon- 
ing patient by picking up the receiver himself, as 
.soon as it rings. He has an unrequited penchant 
for tinkering. Recently, when he moved his office 
in mid-town St, Louis, he did most of the picture- 
hanging himself and also made a special point of 
reserving for himself the dubious privilege of in- 
stalling a pair of glass window-draftbreakers which 
he carried into the office one day. 

If unhurried, his office memoranda turn up 
written in a fine, legible hand, but if they have 
been turned out under pressure, his handwriting 
is well-nigh undecipherable, not only to his staff 
but frequently to himself. Talk of an interesting 
case still engrosses him to the point of dramatiza- 
tion; when he dictates an operative note, he re- 
lives it, complete with gestures. He is as careful in 
his dress and habits as he is in his surgery. “There 
can be a tornado coming in over the horizon, but 
that will make no difference to Ernie Sachs,” a 
colleague observes smartly. “He will take time to 
answer all of that day’s letters and straighten out 
the top of his desk before leaving for cover.” 

Balancing some of the ex-students who vow that 
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Dr, Sachs was an operating room knuckle-rapper 
are those whose conscientiousness and aptitude 
earned them a startling amount of help, when it 
came time to obtain fellowships or professional 
entree. 

Even more, there is the downright reverence in 
which Dr. Sachs is held by his secretary and his 
anesthetist. The former, Miss Gertrude Moyle, has 
been with Dr. Sachs for thirty-two years. She never 
tires of recalling how he took an entire morning 
personally to observe an operation on her aged 
mother, and how from time to time he has driven 
to her home in St, Louis’ south side to deliver a 
few tulips. Most of the 3,000 operations Dr. Sachs 
now has performed have had the assistance of his 
anesthetist. Miss Jessie Lindsey. To both of them, 
Dr. Sachs is “The Chief.” Miss Lindsey remains 
in awe before his operating room dexterity, al- 
though he often has noted emphatically, “It’s more 
important to be careful than swift,” 

Of the 3,000 operations, incidentally, about 1,500 
have been for the removal of tumors. They helped 
Dr. Sachs create for the Washington University 
medical school one of the world’s largest pathologic 
collections. 


M ISS LINDSEY contributed a revealing tribute to 
Dr. Sachs in a letter written for a volume 
Mrs. Sachs compiled among colleagues and stu- 
dents to present to her husband on the occasion of 
his 70th birthday. 

“If you never have worked for the Chief, you 
don’t know what a privilege it is to work for some- 
one who inspires you to do your very best,” the 
anesthetist wrote. “If others care more for the dis- 
ease and its scientific aspects than for the patient, 
let them! But don’t you! Just learn to care more 
particularly for the individual patient than for 
some special feature of the disease, for the Chief 
never forgets the patient in his interest in the 
tumor itself. 

“Even in a hopeless case, where there is little to 
do except keep the patient comformble, he does 
not throw up his hands and turn it over to the 
house staff or the interns. No sir, not even the 
dressings. Patients always get the best from him — 
sometimes food from his own house or perhaps a 
doll or a toy especially longed for. Nothing is too 
much trouble. 

“If you want to see the Chief at his best, watch 
him as he handles some poor child with a recur- 


rent tumor — a hopeless case. He does not give up. 
Even though he cannot give the family one thread 
of hope to hold on to, and even after he has told 
them the truth without any sugarcoating, he him- 
self will stand up and defy the Grim Reaper, doing 
everything in his power to save his patient. 

“Another neurosurgeon asked the Chief, ‘Do you 
operate on glioblastomas?’ When the Chief an- 
swered, ‘Yes, we do,’ the other asked, ‘Why?’ Dr. 
Sachs looked straight at the doctor and said, ‘Ev- 
eryone has a right to live as long as he can, and be 
as comfortable as possible while he is living. And, 
too, you are never sure what you are going to find 
until you look in.’ 

“Now that I have put down a bit of the Chief’s 
philosophy as he lives it, all I say is that I am glad 
I work for him,” Miss Lindsey concluded earnest- 
ly. “The world needs more men like him.” 

Dr. and Mrs. Sachs live in the three-story, eight- 
room brick house in suburban Clayton, Mo., which 
they have occupied since 1914. They rattle around 
in it a bit, now that their two sons have gone. The 
older boy, 32-year-old Dr. Ernest Sachs, Jr., has 
enhanced his father’s happiness by deciding to be- 
come a neurosurgeon and currently is studying at 
the Lahev Clinic. He serv’cd in the army as an as- 
sistant surgeon in the European Theatre. Son 
Thomas Dudley, named after one of Mrs. Sachs* 
ancestors who was the first governor of Massa- 
chusetts, is a 23-year'oId senior at the Universirr 
of California. A navy veteran, he also plans to 
study medicine, giving the family a 1000 batting 
average. 

In his younger days. Dr. Sachs was a mountain- 
climber, taking Mrs. Sachs away from her poesy to 
scramble up some peak in the Adirondacks or the 
Alps. By now, of course, that avocation regret- 
fully has gone by the boards, as has the string 
quartet which Dr. Sachs organized and kept active 
in St. Louis much as he had at Harvard. Acquisi- 
tion of a hothouse has helped the surgeon pursue 
his fetish for wearing a flower in his buttonhole 
whenever possible. 

Dr. Sachs vows that his enthusiastic efforts in 
gardening and orchid cultivation have proved none 
too successful thus far. “I’m a dub,” he exclaims. 
He usually manages to add hastily, “But you 
should have seen how darn well I did with toma- 
toes last summer at Keene Valley. Turned out a 
gallon of tomato soy, believe it or not.” 

Still built along plump lines, he constantly is 
resolving to watch his diet, but never does. He 
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dotes on fish dishes, likes Sherry and Rhine wine, 
can whip up a very tasty apple popover. In his 
youth, he was an Inveterate pipe-smoker, but for 
many years his pipe-smoking has been reserved for 
summer walks in the hills. “Gad, I’m almost a 
saint!” he cries in sudden realization, as he explains 
that he gave up ordinary smoking to accommodate 
Mrs. Sachs’ allergy. 

Both the surgeon and his wife are extremely 
fond of opera and theater and of reading. A mite 
apologetically, no doubt because the jacket draw- 
ings shock him. Dr. Sachs confesses that he usu- 
ally spices his medical reading with biographies 
and book-club selections. His personal library num- 
bers 5,000 volumes. 


I T HAS been a long, long road to Tipperary for 
neurosurgery since Dr. R. J. Godlee performed 
the first brain tumor removal in November, 1884. 
Dr. Sachs terms “phenomenal” the advances which 
have been wrought during his lifetime, and in 
which he has played so active a part. 

“What is the future of neurologic surgery.?” he 
asked in the conclusion to his 1945 book. “Can it 
be further developed and perfected, or have we 
about reached the end of possible achievement.?” 

Providing young men in the field do not permit 
themselves to become mere technicians, Dr. Sachs 
could come up with but one answer. 

“The possibilities for improvement are almost 
limitless,” he wrote. "By means of technical ad- 
vances alone, tumors and other types of lesions 
will be dealt with successfully, and I feel sure 
that certain brain tumors which today (1945) are 


treated inadequately, will be removed successfully 
or, if not removed, will be destroyed by other 
means. 

“The recent work of Dandy on the treatment of 
intercranial aneurysms is an example of one new 
field. The pioneer work of Peet, Adson and Smith- 
wick in the treatment of hypertension by sympa- 
thectomy is a further advance in surgery of the sym- 
pathetic nervous system, and this is but an open- 
ing wedge for the study of other uses for this type 
of surgery. 

“The surgical treatment of myasthenia gravis by 
the removal of a thymoma is still another virgin 
field which, when understood, may throw new 
light on the function of the thymus gland. Even 
some of the degenerative diseases of the nervous 
system, such as multiple sclerosis and the muscular 
dystrophies, may respond to surgical measures.” 

He added, prophetically, “We certainly have lit- 
tle conception as yet of the possibilities that may 
be opened up when radioactivity is combined with 
the powerful action of the cyclotron. 

“The indisputable proof that neurologic surgery 
is continuing to broaden its scope lies in the fact 
that increasing numbers of young men are even 
now entering this ever widening field.” 

One day recently, after Dr. Sachs had been regal- 
ing his wife with the details of an intriguing new 
case, she turned to him suddenly and e.\claimed, 
“Sweetheart, thank the Lord I’m not married to a 
starch and blueing salesman!” 

To this, even after forty-five years of exacting 
practice, Ernie Sachs said a prompt and heartfelt 
Amen. 

Robert H. Schulman 
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TASK FORCE MEDICINE 

F ar-reaching in its significance and of the 
deepest concern and absorbing interest to 
those in the medical profession is the re- 
cent task force report on Federal medical serv- 
ices, published by the Hoover Commission on 
Organization of the Executive Branch of the 
Government. 

The 16-member task force committee, which 
included ii members chosen because they arc 
medical authorities, did hot investigate com- 
pulsory health insurance, ruling that this issue 
was beyond the scope of its inquiry. 

What the committee did do was to make an 
exhaustive survey of existing Federal medical 
facilities and to recommend sweeping reor- 
ganization of these services. 

The report was amply documented with facts 
to support its basic thesis, that the principal 
need to correct existing faults is an overall 
plan. The committee pointed out that, first, a 
clear definition of die extent of the govern- 
ment’s responsibilities in the medical field 
must be drawn by Congress, and, second, an 
organization to carry out the foregoing com- 
mitment must be drafted. The committee’s 
fundamental recommendation is that Federal 
subsidies be directed to building up medical 
schools and community and private hospitals, 
with a minimum of government supervision. 

The report makes a sharp distinction be- 
tween military and non-military medicine, 
widi the recommendation that general hos- 
pitals of the armed services in which depend- 
ents are served, and all medical and hospital 
installations of the Veterans Administration, be 
integrated into the civilian health program. 

In releasing the report, Herbert Hoover, 
chairman of the commission which directed 
tliis and other task force studies, made it clear 


that task force findings in any field do not 
necessarily represent the final conclusions of 
the commission. 

Under existing conditions, the committee 
said, the government is assuming uncalculated 
obligations without an understanding of their 
ultimate cost, the lack of professional man- 
power to execute them, or the adverse effect on 
the hospital system of the nation. 

Substantiating this judgment, the commit- 
tee reported that in the New York area four 
Army and Air Force hospitals could be closed, 
with a resulting reduction in medical officer re- 
quirements of 80 to 85 per cent, and the further 
advantage of providing a better standard of 
service by such a move. 

Recommendations of the report are based 
on the assumption that a Cabinet post of 
health, education, and welfare will be created 
to take over the functions of the Federal Secur- 
ity Agency. The committee excluded from its 
consideration the possibility of a separate Cabi- 
net department for health alone. The report 
specified, however, that if such a health de- 
partment were instituted, the recommended or- 
ganization could be adapted to such a plan. 

As suggested by the report, a national bu- 
reau of health would be established, headed 
by a doctor of medicine who would report 
only to the Cabinet secretary, with the proviso 
that no administrative under-secretary should 
be a physician. 

Within the bureau there would be three di- 
visions: (i) medical care, (2) public health, 
and (3) research and training. The medical 
care division would assume all Federal hos- 
pitalization and direct care, including the gen- 
eral hospitals of tlie military establishments 
and all medical facilities of the Veterans Ad- 
ministration. 
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Present functions of the Public Health Servr 
ice would be pared down in the proposed pub- 
lic health agency to retain only administering 
grants-in-aid in that field, and in addition, the 
new division would then take over the Food 
and Drug Administration and run an admin- 
istration clearing house. 

The projected research and training agency 
would take over the research program of the 
National Institutes of Health and the clinical 
research center project, activities which have 
been administered by the present Public Health 
Service. 

Work of the Federal Children’s Bureau, the 
report recommends, should continue as a unit 
under die secretary of the proposed depart- 
ment, except that within three years its spe- 
cific programs on maternal aid and crippled 
children should be transferred to the new bu- 
reau of health. 

The present method of the Veterans Admin- 
istration in securing part-time services of pri- 
vate speciahsts was endiusiastically approved 
by the committee, with the recommendation 
that this system be expanded as far as possible 
under die proposed set-up. An end to the com- 
missioning of officers for the Public Health 
Service was recommended as a step to facili- 
tate the carrying out of the above personnel 
method. It was recommended that all mili- 
tary medical procurement be done by one 
branch, under a medical officer. 

Congress must make certain fundamental 
policy decisions in regard to the national 
health system, the report pointed out. Number 
one is die question of whether medical service 
should be given to all veterans, or, in the case 
of non-service connected disabilities, only to 
those in financial need. A voluntary health in- 
surance plan for veterans was suggested, call- 
ing for government payment of premiums 
where the veteran cannot pay. Also put up to 
Congress were the questions of whether civil- 
ian dependents of military personnel are en- 
titled to free medical care and how long dis- 
abled officers should be cared for in military 
hospitals. 

j. s. 


REHABILITATION IN THE MANAGE- 
MENT OF CARDIOVASCULAR 
PROBLEMS 

T he person who suffers from a .disabling 
cardiovascular disease must be considered 
as much a candidate for rehabilitation 
training as the one who has been stricken by 
any other type of physical disability. Though a 
somewhat different approach may have to be 
followed in handling cardiac patients, opti- 
mum results can be obtained if evaluation and 
conditioning training are begun as soon as 
feasible after the acute phase of die illness has 
subsided, and are done under strict medical sur- 
veillance. 

According to Dr. Howard A. Rusk, studies 
from many sources have shown that patients 
observed after prolonged bed rest show a de- 
creased blood volume, a decrease in the size of 
the heart, an inability to do sustained work, 
and a loss in reaction time. There was also a 
marked loss of vitamins in the urine. It was 
also found practically impossible to keep pa- 
tients in normal calcium balance the first six 
weeks of bed rest regardless of diet or medica- 
tion. It also required more than twice as much 
protein in the diet to keep the patient in posi- 
tive nitrogen balance. 

It has been noted clinically that when pa- 
tients requiring bed rest are given condition- 
ing exercises for the unaffected parts as soon 
as it is medically feasible, these deconditioning 
phenomena are markedly decreased, and, in 
some instances, obviated. When the Army Air 
Forces Rheumatic Fever Control program was 
organized during die war, 85 per cent of the 
patients with rheumatic fever were of necessity 
discharged from the Army as unfit for further 
military service. A program of planned con- 
valescence was initiated, starting with bed exer- 
cises under close supervision a week after the 
temperature subsided, and gradually increasing 
until the end of die fifth mondi when the pa- 
tient had a full thirty days of eight-hours-a-day 
on-the-job training on the air base at which he 
was hospitalized. 

Dr. Rusk advocates the need for basic re- 
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search in criteria for evaluating the capacity of 
individual patients to work. As an example^ he 
has called attention to the energy requirements 
in using the bed pan in the ordinary hospital 
bed, as compared with the energy expended 
in taking one or two steps to a commode, and 
has pointed out that in actual practice most of 
the leading cardiologists have discarded the 
bed pan routine in almost all instances, al- 
though, by custom, it is still practiced in many 
hospitals during tlie early rest period in cor- 
onary thrombosis. Before arbitrarily discon- 
tinuing this practice, there is need for basic 
study of such energy requirements in order to 
put this practice on a factual basis. 

With proper management, many chronic 
cardiac patients progress favorably on a reason- 
ably active regimen. The physician must, of 
course, be explicit in his instruction and sugges- 
tions to the patient, so that whatever precau- 
tionary measures are required will be observed. 

Rather than assume that the person who has 
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a chronic cardiac disease must perforce lead an 
inactive, dependent existence, rehabilitation 
studies at Bellevue Hospital in New York City 
have shown that very often such “disabled” 
persons, when placed in jobs commensurate 
with their reduced physical capacity, establish 
excellent employment records, showing even 
greater production rates, and lower accident 
and absentee rates than employees who are not 
in any way incapacitated. 

To estimate the individual’s capacity for 
work, it is necessary to observe him at work, 
and to determine how he goes to and from 
work. It is often necessary to advise a change 
of occupation and mode of transportation — 
and sometimes of residence — so that there will 
be no undue taxing of the patient’s strength 
and energy. For most patients, it has been 
found that work — of the proper sort and suit- 
ed to the individual— is one of our most valu- 
able therapeutic tools in the management of all 
types of chronic disease. a. e. 
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To provide the general practitioner, as well as the specialist, with concise, readily available information 
on the latest, proved methods of diagnosis and treatment of conditions commonly encountered in an average 
pracrice. Postgraduate Medicine offers this department to its readers. It is not, of course, intended to present 
these discussions as the only acceptable therapeutic procedures to be used, but rather to offer simple regimens 
and recommendations based on the extensive experience of the physicians who prepared these summaries. 


HEMORRHOIDS - - - 

X_T EMORiiHoiDs or "pilcs” are tumors made up of normal and abnormal elements 
of radicals of the superior, middle, and inferior hemorrhoidal veins and peri- 
vascular tissue. They are found beneath the mucous membrane of the lower rectal 
segment, anal, and perianal skin. 


CLASSIFICATION 

Internal, external or combined internal-external. The 
majority are combined. External skin tabs are not true 
hemorrhoids. 

ETIOLOGY AND PATHOLOGY 
Hemorrhoids are essentially varicose veins and are 
associated with some degree of infection. The portal of 
entry of such infection is through the ana! crypts. The 
inflammatory process resulting in the production of 
hemorrhoids is a perivascular process differing from 
the intimal process found in the lower extremities in 
the production of varicose veins. 

Increased venous pressure in the veins of this area 
resulting from the upright position of the body, the 
absence of valves in the veins, and the constricting 
influence of the bowel musculature itself accentuated 
by pregnancy, constipation, chronic catharsis, increased 
intra-abdominal pressure from any cause, obstruction 
of the portal system, heart disease, pelvic and rectal 
tumors may be factors in the production of hemor- 
rhoids. 

Following the introduction of infection, the dis- 
eased vein walls rupture, giving rise to all stages of in- 
flammation, thrombi, fibrosis, edema, or gangrene. 

SYMPTOMS 

Varying degrees of bleeding, pain and protrusion. 
Clinical 

I. External Hemorrhoids 

a. Simple — Appear as engorged veins beneath the 
anal margin. Straining or squatting may be necessary 
for demonstration. 

b. Thrombosed — Vary from single, small, throm- 
bosed pile to massive thrombosis and edema. Edema of 
anal margin may predominate. 

c. External skin tabs — ^Fibrous folds of skin at the 
anal orifice. Result most commonly following hemor- 
rhoidectomy or from a thrombosed external hemor- 
rhoid. 

d. Differential diagnosis-— External hemorrhoids 


should be differentiated from nonsyphilitic condyloma, 
varying types of ulcers, such as tuberculosis and epi- 
thelioma. 

2. Internal Hemorrhoids 

a. Simple — ^Found proximal to the pectinate line 
and visualized by anoscope or proctoscope; may be over- 
looked on palpation because of soft, rubbery character. 

b. Complicated — Prolapsing, thrombotic, or ulcer- 
ated. 

c. Differential diagnosis — Internal hemorrhoids 
should be differentiated from hypertrophied papillae 
and rectal polyps. 

TREATMENT 

General Measures — ^The presence of hemorrhoids 
does not necessarily warrant treatment. Hemorrhoids 
causing symptoms should be treated unless there are 
obvious contraindications. Conservative measures are 
usually indicated for the acute phases. 

I. External Hemorrhoids 

a. Simple — Uncomplicated external hemorrhoids are 
ordinarily associated with internal hemorrhoids and 
should be treated by excision as combined hemorrhoids. 

b. Thrombosed external hemorrhoids — Small, dis- 
crete clots not causing symptoms may subside without 
surgical excision. Pain, however, is usually associated 
and may be extreme. Excision of clots with overlying 
skin is desirable. This may be done as an office pro- 
cedure following injection of the thrombosed external 
hemorrhoid with i per cent procaine. 

Massive, thrombosed, external hemorrhoids with 
varying degrees of edema are best treated conservative- 
ly until the edema and infection have subsided. Surgi- 
cal excision is usually indicated later. Bed rest, eleva- 
tion of the buttocks, wet dressings with applications of 
extremes of hot or cold are desirable. Ointments, 
salves, and suppositories are of little value. 

NONOPERATIVE TREATMENT 

I. Internal Hemorrhoids 

a. Simple, uncomplicated internal hemorrhoids may 
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frequently be treated satisfactorily by injections. 

Patients who complain of bleeding without pain or 
excessive protrusion, who, on examination, present in- 
ternal hemorrhoids and who do not exhibit evidence 
of other disease as demonstrated by stricture or pain 
on examination, can usually be given relief from their 
symptoms by the injection method of treatment. 

Two solutions have been used most commonly for 
the injection treatment of hemorrhoids. A 5 per cent 
quinine and urea hydrochloride solution is probably 
the most popular and safest. One or two hemorrhoids 
at a time can be injected with i to 2 cc. of the solution 
in each pile. 

The needle is thrust into the substance of the in- 
ternal pile above the pectinate line and the solution in- 
jected, symmetrically distending the pile. This produces 
a perivascular inflammatory process, resulting in 
shrinkage of the hemorrhoidal mass as healing and 
fibrosis take place. Usually, two to three injections 
at intervals are given into each hemorrhoidal area. 

Phenol, 5 per cent, in a vegetable oil solution, such as 
almond oil, can also be used. Smaller amounts of the 
solution are injected into each pile. Longer intervjJs 
should elapse between injections but the resulting 
fibrosis in the hands of some has been reported as more 
satisfactory than that resulting from quinine and urea. 

Attention to bowel regulation and other hygienic 
measures for the general welfare of the patient will 
materially improve results of this type of treatment. 

b. Complicated internal hemorrhoids. Internal piles 
associated with thrombi, infection or with any other 
type of anorectal disease should be removed surgically. 

c. Complications of the injection method of treat- 
ment. Superficial sloughs may occur from excessive 
pressure on the overlying mucosa. Pelvic phlebitis, ab- 
scess formation with fistula and other complications 
are rare but they do occur. Sensitivity to quinine is not 
uncommon. 

OPERATIVE TREATMENT 

It has been the experience of the majority of proc- 
tologists that the largest number of patients with hem- 
orrhoids will be more satisfactorily relieved of their 
difficulty by the operative method of treatment. 

The most acceptable type of operative treatment con- 
sists of excision and ligation. Clamp and cautery tech- 
nics are largely being abandoned. 

Details of operative treatment will not be outlined in 
this abstract. Suitable technics are described in any of 
the more recent proctologic texts, such as those by Buie, 
Yeomans, Bacon, and others. 

In general, with all these technics which have minor 
variations, the following principles are employed; min- 
imal attempts at preoperative sterilization of the area 
and the avoidance of strenuous preoperaiivc catharsis 
and irrigations. 

Caudal, spinal, or sacral anesthesia is the most satis- 
factory, if available. Many surgeons utilize anesthesia 


in oil preparations injected into the muscles at the time 
of operation for the control of postoperative pain. There 
may be abscess formation and other complications fol- 
lowing this procedure and it is not recommended for 
the inexperienced. 

The prone position is recommended for surgery, with 
its improved exposure and lessened bleeding over the 
lithotomy position. Undue trauma is avoided to the 
musculature and perianal tissues by unnecessary dilata- 
tions and retraction. When an actual narrowing of the 
anal canal due to fibrosis is present, division of the sub- 
cutaneous portion of the external sphincter muscle is 
indicated rather than an extensive dilatation. 

Primary consideration is given at the time of opera- 
tion to the removal of the primary piles. These are usu- 
ally found in the right anterior, right posterior, and left 
central quadrants. Secondary piles may be excised as 
indicated. The mucosa of the anal canal is reconstructed 
to its normal position at the pectinate line when feasible. 
Adequate skin must be removed for the avoidance of 
skin tabs and an adequate open sulcus left for drainage. 

POSTOPERATIVE CARE 

Plugs and large packs are to be avoided. Snug, light 
vaseline dressings should be applied at the lime of 
operation. If some oozing or uncontrolled bleeding is 
present, gelfoam or some other type of anticoagulant 
dressingis helpful. 

Postoperative pain is controlled by the use of hot wet' 
packs. Hot packs should be started on the anal area as 
anesthesia wears off. Renewal of hot wet dressings every 
hour for the first forty-eight hours will give adequate 
relief of postoperative discomfort. Sedation should be 
empioyed as necessary. The usual procedures may be 
necessary for difficulty in voiding. 

After the first twenty-four or forty-eight hours, sitz 
baths may be adequate for cleanliness and the relief of 
discomfort. Three to four days of bed rest is probably 
.all that is necessary for the average patient. 

This postoperative period is an ideal lime to correct 
existing bowel dysfunctions. A low residue or bland 
diet may be given from the beginning. If there have 
been severe symptoms of irritable colon, small amounts 
of tincture of belladonna and luminal with meals may 
be helpful. Excess roughage, mineral oil, and any other 
type of catharsis are to be avoided. Mineral oil tends to 
delay healing and predisposes to infection. 

On the third postoperative day, a small oil retention 
enema may be given when necessary, followed by a one 
pint saline enema the following day. On. the third or 
fourth day the anal canal should be gendy dilated with 
a well lubricated gloved finger to prevent wound edges 
from falling together. These gentle dilatations should 
be continued every four or five days until the operative 
wound is completely healed. This will require a period 
of observation of three to four weeks. The postopera- 
tive use of ointments, greases, suppositories, and so 
forth, is to be condemned. 



Consultation Service 

This special consultation Information sen'ice is offered as a regular monthl}" feature of Postgraduate Medicine. 
Readers arc invited to call on this Service for answers to difficult medical problems from members of our Editorial 
Board best qualified to help. Each question will be answered by mail and those of general interest will be pub- 
lished each month. Address all communications to Consultation Scrsice, Postgraduate Medicine, 516 Essex Build- 
ing, Minneapolis 3, Minnesota. 


ULCERATIVE COLITIS 

QUESTION: What is the best treatment for ulcerative 
colitis, accompanied by anemia? 

M.D. — Kentucky 

ANSWER: Until the relative importance of the vari- 
ous factors concerned in the pathogenesis of chronic 
ulcerative colitis are better understood than they are 
at present, no “best treatment” applicable to all cases 
can be stated. Individualization in therapy empirically 
tried is the best that can be offered. 

The most helpful procedures are as follows: 

1. Gamplete rest in bed while there is fever and more 
than three stools daily. 

2. High protein diet chiefly in the form of red meats, 
liver, kidneys, sweetbreads, and lean pork, with avoid- 
ance of coarse vegetables, fruits, and other high residue 
foods. 

3. Cevitamic acid (vitamin C) i to 5 mg. daily de- 
pending on amount of fever, and vitamin B complex 
usually 2 capsules daily. 

4. Iron and transfusions may be used for anemia, 
but response is not verj' satisfactorj- unless the underly- 
ing colitis is improved. 

5. Most patients with ulcerative colitis have serious 
emotional problems and anxieties which need to be re- 
lieved, if possible; this is often difiScult to accomplish. 

6. No categorical statement concerning surgical in- 
ten'ention — ileostomy and possible subsequent colec- 
tomy — can be made, as resort to surgery is an individual 
case problem. 

IFK^NCIS C. BLAKE 

VITAMIN E FOR ANGINA PECTORIS 

QUESTION: What has been the experience with the 
use of vitamin E in angina pectoris? 

M-D. — Ohio 

ANSWER: .Mthough many animal experiments in- 
dicate biological activit)- of vitamin E, there are no well 
controlled obsen'ations to indicate that it has any effects 
in man. This may be due to the fact that the amounts 
of vitamin E in ordinary’ foods are adequate for human 
nutrition even on otherwise poor diets. The possibility 
exists that vitamin E may be synthesi2xd in humans. 

It should not be forgotten that angina peaoris is a 
subjective condirion which may be influenced psycho- 
logically as well as by drugs. 

Five cases of angina pectoris that had been followed 

Note: On page 78 of the Januarj- 1948 issue, part (c) of the 
answer to the question on pre-eclampsia diet should have read 
“Fat is not especially ntcessaiy ” 


in this clinic for several months were treated with daily 
doses — 400 mgm. of mixed natural tocopherols for 
periods of one to two months. Control observations of 
exercise performance on a motor driven treadmill with 
continuous measurements of oxj'gen consumption, ven- 
tilation, heart rate and ekg, and blood pressure were 
obtained. Serial tests during treatment and while on 
placebo capsules showed no significant changes. There 
was no consistent subjective improvement while the 
patients received the drug. 

WILLIAM S. MCC.AKK 

TREATMENT OF BOILS 

QUESTION: Is penicillin of value for the treatment of 
boils? Is x-ray treatment helpful? What measures may be 
taken to prevent their recurrence? 

M.D. — ^lowa 

ANSWER: Penicillin is of marked value in the treat- 
ment of boils if given either systemically or locally. A 
daily injecdon of 300,000 units of pyenicillin in oil and 
beeswax for several injecdons ususJly causes the rapid 
healing of exisdng furuncles but does not prevent re- 
currences. 

In single or reladvely few lesions, infiltration of the 
furuncle with 50,000 units of penicillin per cubic centi- 
meter of saline or disdlled water usually causes rapid 
involudon. A second injecdon of the boil after twenty- 
four hours may be necessary. 

In chronic furunculosis extreme cleanliness of the 
body through daily muldple baths is a requisite. Auto- 
genous vaccines, staphylococcus toxoid, and quinine 
given internally over a long period arc of value. X-ray 
given empirically in the past, has been largely sup- 
planted by use of andbiodcs and sulfonamide drugs. 

BEDFORD SHELMIRE 

INDICATIONS FOR TONSILLECTOMY 

QUESTION: Is tonsillectomy beneficial in cases of 
thyrotoxicosis, acute rheumatism, nephritis? 

M.D. — California 

ANSWER: Cases have been reported in tvhich ac- 
dve thyrotoxicosis has disappeared following removal 
of infected tonsils. 

For years it has been debated whether or not the 
removal of tonsils lessens the possibility of a child’s 
developing acute rheumadc fever, and w’hether or not, 
following an attack of rheumadc fever, removal of the 
tonsils makes recurrences less likely. 

In acute nephrids, it w'ould seem wise to remove 
infected tonsils. 


W. D. STROUD 



New Drugs and Instruments 

Information published in this department has been supplied by the manufacturers of the products described. 


GLUCO.THRICIL 

purpose: An antibiotic nasal decongestant 

composition: 

Ephedrine (as the lactate) ... . . i per cent 

Tyrothricin . . . ...1:5,000 

in an isotonic dextrose solution containing cetyl trimethyl 
ammonium acetate as a solubilizing and stabiUzing 
agent 

INDICATIONS FOR USE: In relief of nasal congestion accom- 
panying the common cold, acute catarrhal rhinitis, al- 
lergic rhinitis, acute rhinosinusitis, and acute cthmoiditis. 

DOSAGE AND ADMINISTRATION: May bc administered in the 
form of a spray, by drops, or nasal pack. Adult patients 
with acute, upper respiratory infections should be in- 
structed to use Gluco-Thricil by spray or drops three or 
four times daily. Two to four drops should be instilled 
in each side of the nose. For children, one or two drops 
in each side of the nose three times daily will usually 
suffice. 

HOW supplied: In i-ounce bottles with dropper cap, and 
i-pint bottles. 

producer: Parke, Davis & Company, Detroit, Mich. 

DIENESTROL ^’RARE” 

purpose: Synthetic, crystalline estrogen for oral administra. 
don. 

INDICATIONS FOR USE: Mcnopausal therapy and treatment of 
suppression of lactation. 

cautions; Contraindications of Dienestrol arc similar to 
those for csirogcfts — both natural and synthetic, such as 
familial or personal history of malignancy of the repro- 
ductive system. 

DOSAGE AND ADMiNisTR.\TioN : Mcnopausal syndrome: 0.1 to 
0.5 mg. daily for mild to moderately severe symptoms; 
0.5 to 1.5 mg. daily for severe symptoms or when climac- 
teric has been artificially induced. Suppression of lacta- 
tion: 0.5 mg. three times daily for the first three days; 0.5 
mg. daily for the fourth through tenth day. 

HOW supplied: In small, sugar-coated tablets in potencies 
of: o.i mg. (yellow), and 0.5 mg. (orange); bottles of 
100 and 1,000. 

Producer: Rare Chemicals, Inc., Harrison, N. J. 

VIM LAMINEX NEEDLE 

purpose: Hypodermic needle. 

description: “Laminex” is the brand name for a new stain- 
less steel for needle manufacture. It is a laminated stain- 
less steel with the temper of high carbon steel. 

All the former features of the vim needle have been in- 
cluded in the manufacture of this new needle, vim “Lam- 
incx” needles are available at regular vim prices through 
all leading Surgical Supply Dealers. Free descriptive 
folder is available from: 

producer: MacGregor Instrument Co., Needham 92, Mass. 



MAXISCOPE 500 

description: Higli-voltage diagnostic x-ray apparatus. It 
mechanizes many operations, including the deterntina- 
tion of exposure limes, the automatic selection of spot- 
film areas, and automatic protection from excess radia- 
tion when the machine is adapted for fiouroscopy. The 
machine has pedal-controlled, variable-speed hydraulic 
motor-drive for angulating the table and the automatic 
centering of exposure areas. 

The voltage has been increased from 100,000 volts to 
130,000 volts to provide dearer radiographs of dense por- 
tions. The x-ray tabic incorporates phosphorescent “eyes" 
which show all protruding parts for orientation of the 
physician, patient, and table during the darkness required 
for fluoroscopy. 

producer: General Electric X-ray Corporation, Milwaukee 
14, Wis. 

PHENO-BEPADOL TABLETS 

purpose; Sedative and dietary supplement. 

composition: Each Phcno-Bepadol Tablet contains pbeno- 
barbital Ya gr.; thiamine hydrochloride 3 mg.; riboflavin 
2 mg.; niacinamide 10 mg.; calcium pantothenate 1 mg.; 
p>’ridoxine hydrochloride 0.5 mg.; secondary liver frac- 
tion and dried yeast. 

indic.\tions for use: For patients sufTcring from neuroses, 
functional digestive disorders, nervous colitis, diarrhea, 
the nervous vomiting of pregnancy, overbought nci^'cs, 
hyperthyroidism, and simple insomnia. 

DOSAGE AND ADMINISTRATION: Onc Of two tablcts, taken by 
mouth daily, as presaibed by tlie plij-siaan, and may be 
adjusted to the intensity of reaction desired for the in- 
dividual patient. 

HOW supplied: Bottles of too and 1,000 tablcts. 

producer: International. Viomin Division, Ivcs-Camcron 
Company, Inc., New York 16, N. Y. 
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KAST-SOCKS 

description: Surgical sock to protect the toes of persons 
wearing plaster leg casts, made of fine white combed cot- 
ton. Rubber binding inserted at both heel and top open- 
ing makes these socks fit neatly over the entire cast. They 
can be washed and used repeatedly. 
producer: Plaut Products, Cincinnati 2, O. 


VYCOM "B” TABLETS 

purpose; High-potency vitamin B complex for oral admin- 
istration. 

composition: Each Vycom “B” Tablet contains; 


Thiamine hydrochloride (vitamin Bi) 5 mg. 

Riboflavin (vitamin B-) 10 mg. 

Nicotinic acid amide 150 mg. 

Yeast (U.S.P.) too mgm. 


INDICATIONS roR USE; For nutritional supplementation in the 
vitamin B deficiency syndromes when oral therapy ap- 
pears adequate, or during and after withdrawal of par- 
enteral therapy. These indications include: beriberi, 
ariboflavinosis, and pellagra. Also useful pre- and post- 
operatively, and in pregnancy, lactation, fever, and 
hyperthyroidism, and in gastrointestinal disorders, where 
intake, absorption or utilization of the water-soluble vita- 
mins is impaired. 

DOSAGE AND ADMINISTRATION: One Vycom “B” Tablet daily, 
or as recommended in individual cases. 

HOW supplied: In bottles of 100 tablets, sugar-coated red. 

producer; Bristol Laboratories, Inc,, Syracuse, N.Y. 


DEKA 

purpose; Sedative expectorant. 

composition: Each fluid ounce contains codeine sulfate 64 
mg. (i gr.); calcium iodide 0.13 gm. (2 gr.); chloroform 
0.13 (2 gr.), with wild cherry, tolu, squill, yerba santa, 
citric acid, and menthol. Alcohol content, 6.5 per cent, 
glycerin content, 3 per cent. 

indications for use: In all cases of nonproductive cough 
other than tuberculosis. 

dosage; Adults, i or 2 teaspoonfuls; children, Yz or t tea- 
spoonful. May be taken three or 4 times daily. ■ 

caution; It should not be used in tuberculosis! 

Idiosyncrasy to iodides, while not common, may be 
serious, and small doses may cause distressing symptoms 
of iodism in those who are sensitive. 

HOW supplied: Bottles of 2, 4. and 16 fluid ounces and i 
U.S. gallon (128 fluid ounces). v , 

producer; Winthrop Chemical Company, Inc., New York 
13, RY. 


ENDOGLOBIN-C WITH FOLIC ACID 
purpose: Treatment of anemic patients who require several 
individual medicinal agents for a mixed deficiency. 
composition: Each sugar-coated tablet (orange) contains: 
Liver residue (secondary fraction, 50:1, 


derived from 10 gm. fresh liver) 0.2 gm. 

Ferrous sulfate exsiccated 0.2 gm. 

Thiamine hydrochloride i mg. 

Riboflavin 0.66 mg. 

Nicotinic acid lo.o mg. 

Ascorbic acid 50 mg. 

Folic acid i mg. 


dosage and administration; Three to six tablets daily. 
HOW supplied; Bottles of 40, too, 500, and 1,000 tablets. 
producer; Endo Products, Inc., Richmond Hill, N.Y. 


PROGESTORAL TABLETS 
PURPOSE: For high-potency oral luteal therapy. 
composition; Each tablet contains 25 mg. of pregncninolone 
(anhydro-hydroxy-progesterone) . 

INDICATIONS FOR USE: In tile treatment of functional uterine 
bleeding and threatened abortion. 

HOW supplied: Boxes of 20 and too tablets. 
producer; Roche-Organon, Inc., Nutley, N. J. 

ELUTEIN 

purpose: Protein supplementation of the diet. 
composition: Intact natural protein from nonagenized 
wheat flour (77 per cent), plus L-Lysine Hydrochloride 
(4 per cent). Total nitrogen: 13.4 per cent. 
description: A bland, palatable powder which may be 
taken plain or mixed into any number of food prepara- 
tions. High dosages do not disturb the gastrointestinal 
tract. 

DOSAGE AND ADMINISTRATION: 30 gm. of Elutcin dally can 
maintain nitrogen balance in the average patient. Larger 
amounts will be indicated according to degree of nitrogen 
deficiency. Elutein may be incorporated into cakes, pud- 
dings, custards, cereals, etc., without creating any foreign 
taste. 

HOW supplied: i lb. in a glass bottle, 12 bottles to a ship- 
ping carton. 

producer: Interchcmical Corporation, Biochemical Divi- 
sion, Union, N. J. 


URESTRIN AND VITAMIN B 
purpose; Natural crystalline estrogens and vitamin B com- 
plex in a syrup base, for use in the treatment of combined 
hormonal and vitamin deficiencies. 
composition: Each fluidounce contains: 

Estrogenic substances 

Thiamine hydrochloride 

Riboflavin 

Nicotinamide 

Alcohol 

*Consisting of estrone 3 mg. and traces of other natu- 
rally occurring estrogens (estradiol, equilin, equilenin 
and hippulin). 

dosage and administration: One to three teaspoonfuls 
daily, depending on severity of symptoms, 
now supplied: 12-ounce bottles. 
producer: The Upjohn Company, Kalamazoo, Mich. 


30,000 1 .U.* 

30 mg. 

30 mg. 

300 mg. 

5 per cent 
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GLYTHEONATE 

ruRPOsE: Management of various related conditions of many 
cardiovascular patients such as hypertensive states accom* 
panied by increased capillary fragility. 

COMPOSITION: Each tablet (green-uncoated) contains: 

Theophylline-sodium glycinate .. .325 mg. ($gr.) 

Phenobarbital . 16.2 mg. (i4 gr.) 

Rutin . . 20 mg. 

cautions: May be habit forming. 

DOSAGE AND ADMINISTRATION: I to 2 tablets three times a day 
or as determined by the physician. To be dispensed only 
by or on the prescription of a physician. 

HOW supplied: Bottles of lOO and 500. 

producer: The E. L. Patch Company, Boston, Mass. 

MEPRANE-PHENOBARBITAL 
purpose: For relief of menopausal symptoms. 
composition: Each tablet contains: 

Mepranc (3,4-bis (m-methyl-p-propion- 
oxyphenyt) hexane) . . . . . i mg. 

Phenobarbital . ... ... 0.16 mg. 

cautions: Phenobarbital may be habit forming. 

DOSAGE and administration: In menopause, initial ther- 
apy — 3 Meprane-Phenobarbttal tablets daily, in divided 
dosage. Physicians may replace part of this dosage with 
Meprane (witliout Phenobarbital) if less sedation is re- 
quired. For maintenance dierapy — Meprane-Phenobarbit. 
al, or Meprane, i or 2 tablets daily. 

HOW supplied: Bottles of 100 and 500 tablets. 
producer: Reed fit Carnrick, Jersey City, N. J. 

SODIUM SULFACETIMIDE NASAL 
SOLUTION 10% 

purpose; Relief of nasal congestion incident to the "com- 
mon cold” and preventing complicarions. 
composition; Aqueous solution of sodium sulfacetimide 
with dl-desoxycphedrine hydrochloride 0.125 per cent 
buffered to pH 7.4. 

DOSAGE AND ADMINISTRATION: Nasal instillation of i to 3 
drops, four times daily, at the onset of the earliest symp- 
toms of a cold is the preferred treatment. 
producer: Schering Corporation, Bloomfield, N.J. 

RESTROL 

purpose: Oral estrogenic therapy. 

INDICATIONS FOR USE: Management of menopausal syn- 
drome, treatment of suppression of lactation, amenorrhea, 
and other hypo-ovarian states. 
cautions; Conu-aindicaiions for Restrol arc similar to those 
for natural estrogens, viz., familial or personal history of 
malignancy of reproductive organs. 

DOSAGE AND ad.ministration: Mcnopausal syndrome: o.i to 
0.5 mg. daily for mild to moderately severe symptoms; 
one tablet of 0.5 mg. 10 three tablets of 0.5 mg. daily for 
severe symptoms. Suppression of lactation: Three tablets 
of 0.5 mg. daily, in divided doses for three days, followed 
by one tablet of 0.5 mg. daily for one week. Amenorrhea 
and other hypo-ovarian states: One or two tablets of o.t 
mg. daily, increased to i.o mg. daily as indicated. 

HOW supplied; In small tablets of two strengths, o.i mg. 
(coated pink), and 0.5 mg. (coated green); bottles of 100, 
500, and 1,000. 

producer: Central Pharmacal Company, Seymour, Ind. 



MINERALIGHT MODEL H 
description: Ultraviolet lamp, equipped with a Woods 
filter, and operating on 110 volt A.C. from standard elec- 
trical plug-in connections. A full guarantee is furnished 
by the producer. Model H Mineralight, in a light-weight 
aluminum and plastic case, is being made available as 
part of a kit containing fluorescent mineral samples. Full 
information can be obtained from: 
producer: Ultra Violet Products, Inc., Los Angeles, Calif. 

DELVINAL-ASPIRIN 

purpose: For relief of pain and nervous tension. 
composition: Each capsule contains 30 mg. {Yz gr.) of 
Dclvinal 5-eihyI-5-(i-mcihyhi-butenyI) barbituric acid 
and 0.30 gm. (5 gr.) aspirin (acctylsalicylic acid). 
iNoicvTioNs for USE: In myalgic, neuralgic and arthritic con- 
ditions, particularly in hypersensitive, neurasthenic or 
nervous patients, or those suffering from anxiety tension 
states. Useful in allaying fear and controlling pain pre- 
ceding minor surgical operations. 

DOSAGE AND ADMINISTRATION: One capsulc of Dclvinal- 
Aspirin vinbarbital and aspirin administered orally every 
three or four hours is recommended for the average adult 
dose. In pediatrics and geriatrics the dosage should be 
regulated accordingly. The capsules should be admin- 
istered not more than one hour prior to performing any 
surgical or dental procedure. 

HOW supplied: In bottles of 100 and 1,000. 
producer: Sharp & Dohme, Inc., Philadelphia, Pa. 

FLUOROSSTEOL 
purpose: For inhibition of dental caries. 
composition: Prepared from the hard, thigh bones (femur) 
of government inspected cattle. Approximately 95 per 
cent of the mineral matter present as a double salt of cal- 
cium carbonate and tribasic calcium phosphate, w'ith an 
additional 1.5 per cent in the form of tribasic magnesium 
phosphate. Standardized to contain not more ilian 0.2 per 
cent of calcium fluoride. 

INDICATIONS FOR USE: Of greatest value when administered 
to infants and children. 

ADMINISTR.ATION: Orally. Infants and children under 3 years 
of age, lo gr. daily in food or fluids; children between 4 
and 8 years of age, 15 gr. daily, .and children over 15 
years of age or adults, three 5 gr. tablets daily. 
cvuTioN: Not indicated where ihc fluorine content of the 
water supply exceeds 0.5 parts per million. Fluorosstcol 
is contraindicated in renal disease due to the danger of 
cumulative toxicity. 

HOW supplied: In 5 gr. tablets and capsules. 
producer: The Armour Laboratories, Chicago 9, III. 



^.(emres^o-m al) o dor’s 


By Maurice Chideckel 


February / . . . They are still 
sentient men, those segments of 
mankind that have been stigma- 
tized, repudiated, and incarcerated 
in the asylums for the insane. In 
many, tragedies shattered their 
brains and their lives; in others 
erratic parents made a black rent 
in the texture of their immature 
lives, and the rent widened as the 
years rushed on; a cruel stepfather 
or stepmother worked havoc with 
the autonomic nen’ous system and 
wrecked the highest functioning 
mechanism of living man, the 
mind; problems and conflicts, in- 
trigues and disappointments, the 
rise and fall, the ebb and flow of 
stormy happenings, impeded, dis- 
tracted, and eventually destroyed 
their mentalities; the blasting of 
cherished hopes; the ambitions, ex- 
pectations, and certainties that were 
fused in the crucible of their imagi- 
nations and that proved but illu- 
sions, made wrecks of those who 
once were normal men and normal 
women. Then there were those 
whose lives developed against a 
background of confusion; heredi- 
tar\’ taints, moral crimes, other 
causes and no causes at all. 

/ stood and faced them. There 
they are, living in a nonexisting 
world, divergent in mood and 
purpose, li\e the men and women 
living in a world of reality, sigh- 
ing and weeping, laughing and 
dancing, planning and scheming, 
accumulating and spending imagi- 
nary millions; many with congeries 
of interest, others with no interest 
at all. The tiny spar\ of the nor- 


mal was a monstrous blaze that 
they fought to extinguish, with 
defeat inevitable. 

I always knew that the physical 
and emotional states are closely 
coordinated, the coordination being 
brought about by the endocrine 
glands and the autonomic nervous 
system. But I never knew and do 
not now, whether personality is 
determined by hereditary’ endow- 
ments, or by environmental con- 
ditions. 



Here is John Thomas Audrey. 
His environments were ideal. His 
forebears for generations were 
sound physically and mentally. 
No insanities and no prodigies. 
From early childhood he had no 
problems, and no conflicts. What 
brought about his violent insan- 
ity? He certainly had no inability 
to meet social or economic de- 
mands. There were no somatogenic 
factors. What caused the elation, 
the overtalkativeness and overactiv- 
ity? For days and nights at a time 
he quips and laughs and almost 
never stops talking. Mostly his 
speech is incoherent. As I stood 
facing him he was Emperor of 
Brazil. That Brazil is now a Re- 
public was none of his business. I 
have seen powerful beasts of prey 
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becoming exhausted in the strug- 
gle to escape. John Thomas Audrey 
never tires. 

Next to him was the Emperor of 
Japan. Fred Tilden is his name. 
Once he was in that country and 
he evidendy absorbed the mental 
climate of the East, for he bowed 
and swayed as do the Japanese. 
“Who,” I asked, “informed your 
Majesty that you are the Emperor?” 
He assumed a serious mien as he 
answ'ered: “Our Lord and Saviour, 
Jesus Christ told me so.” From the 
next cell came a loud and angry 
voice: “He is a goddam liar. I 
never told him that.” 

Here is Mark Gallagher with 
depressive psychosis, with down- 
cast face, refusing food and drink, 
weeping, wringing his hands, or 
sitting motionless. Not once did he 
raise his eyes when I attempted to 
talk to him. His attacks have peri- 
odicity. Between the attacks he is 
a perfecdy well and pleasant man. 
In his sanity he told me of a mid- 
dle-aged man who, he said, has 
suicidal tendencies. Why? Well, if 
I see his wife, I’ll know the reason. 
But why did he marry her? She 
was earning fifty dollars a week. 
Now she lost her Job. 

And there were the syphilopho- 
biacs, the claustrophobiacs, and the 
agraphobiacs. There were men with 
anxiety neuroses and some with 
compulsive ideas. A Mrs. Good- 
win never stopped washing her 
hands, because someone touched 
her hands, and there was the obses- 
sion of contamination. The schiz- 
ophrenics and the paranoiacs, and 
the alcoholic psychorics. Those with 
hallucinations of sight and heanng 
and smell. And those with disorders 
of idea associations. Withal it is a 
terrible svorld that I svas in. Incar- 
cerate a normal man among those 
abnormals, and he too would be- 
come mentally unbalanced. I must 
have looked depressed. A visitor 
called to the guards, pointing at 




© Ho-l-HYPERCIUm* 

Crysialline sal( of procaine penicillin G ma base 
of aluminum monoslearate in sesame oil. Supplied 
in Ice. and JOcc, vials— 300,000 uniJs per ce. Can 
l»e stored at room lemperaiure for 12 tnondi'?. 


© No.s-pfNiciamomTABuu 

Crystalline potassium penicillin G tablets 
buffered calcium carbonate. Supplied in vials 
of 12, 25, 100 in 50,000 unit tablets and 12, 100 in 

100,000 unit tablets. May be stored up lo 18 months 
at ro«)m temperature. 


© Ho.2-4-0«HrftRCHllH» 

Microniacd crystallinesall of procaine penicillin 
C in a special water-repellent base of 2^ aluminum 
monosicarafein peanutoil. Supplied in Icc.amI lOeo. 
vials— 300,000 units per cc. Also, Cutler disposable 
syringe containing Icc.— 300,000 units. Can be sior*'d 
for 12 monlbs at room ternfferalurc. 

© No. 3-WATEi} SOLUBLE PpmClUIN 

Cr)'sialline potassium penicillin C in rubber- 
stoppered vials. Supplied in 100,000; 200,000; 
500.000and I.OOO.OOOunits. Can be stored 30 months 
at room temperature. 

© Ko.4-~AGUE011S PROCAIKE PEKlCIllIK 

300,000 units prorainc penirillin G, and M.OOO 
units fjufl^Ted rr)*lalline pota'«ium p'-nkill'mC j»er 
cr. Supplied in 5 do<e bottle. Can b^ stored for 12 
month* at room U’W^t^raliiri'. 


© N(J.6-P£N-TfiOCHES* 

Crystalline potassium penicillin G troches 
massed without wafer. Supplied In moisture-proof 
vials of 20 troches— 1,000 units and 25 troches — 

3,000 units, 

© >l(t. y-PEHICitUH fOR INHAIATIOK-CUTTER 

Crystalline potassium penicillin G micronized. 
Supplicrl in packages containing 3 cartridges (100,000 
units each) and l Culler penicillin inhalation unit for 
.iduiinfstraiion. 




LEAVES FROM A DOCTOr’s DIARY 


me: “Get him. That guy is getting 
away.” The visitor was told that 
I am a visiting physician. “Gosh,” 
I heard him remark, “you must 
never judge a man by appearance.” 

* * # 

February 5 . . . Maybe you would 
stop grappling with persistent prob- 
lems and not follow any pattern of 
thought if you were in the hotel 
where I was one hour ago. For you 
would gaze at a magnificent form 
of supreme beauty in a transparent 
gown, and her beautifully formed 
arms would stretch out to embrace 
you. Don’t envy me. You can have 
her, if you like. Coquettishly she 
spoke; “Oh, you are such a dear. 
Tell me how do you like my barbed 
wire gown Why do I call it barbed 
wire.? Oh, you silly boy. Don’t you 
see.? It protects your property and 
does not obstruct the view.” 

I demanded to know why I was 
sent for. She ignored the question. 
Instead she asked: “What do you 
think I would do, if you would try 
to kiss me.?” I shrugged my shoul- 
ders. “Would you like to find out.?” 
I’ll wager that under such condi- 
tions, someone else would be ren- 
dered unfit for serious thought. 
Yet the more I gazed at her the 
more dehumanized she appeared — 
an artistic piece of a toy, ready to 
become a play in the hands of any- 
one, if he can furnish the morphine 
for which she craved. 

She succeeded in putting her 
arms around me, asked if I was 
married, and if I loved my wife, 
then ran in the bathroom and 
locked the door. I left the room 
hurriedly. At my next stop, I dis- 
covered that my vial of morphine 
of almost one hundred tablets and 
my hypodermic syringe were gone. 

I was thinking of that sublime, 
yet degraded specimen of femi- 
ninity A morphia addict. There 
were certainly no signs of physical 
degradation. She surely was not 



slovenly in appearance, nor did she 
show demonstrable effects of mal- 
nutrition. “I have yet to see a really 
cured addict. . . .” 

The entrance of Frank Luther 
disrupted my thoughts. He came 
to have a premarital blood test. 
“Didn’t you tell me,” I asked, “that 
you were to break off your en- 
gagement.?” He scratched his bald 
head. “It’s this way, you under- 
stand. Beatrice grew so fat, she 
could not take the engagement ring 
off her finger. I would lose, well, 
I paid in two hundred dollars. Well, 
I could have married Evelyn. So, I 
would have to spend two hundred 
dollars more, and I tell you there 
is no four hundred dollars differ- 
ence between them,” 

* * « 

February 12 .. . Sat in a restau- 
rant with colleague Maureen and 
discussed a case of precocious sex- 
ual development in a boy of 16. He 
had a great exaggeration of pri- 
mary and secondary sexual char- 
acteristics and a constant craving 
for sexual gratification. By persua- 
sion and a bribe he submitted to a 
physical examination. The preco- 
ciousness was found due to a tes- 
ticular tumor. He vanished the 
moment he heard the mention of 
operation. 

The waiter’s bringing the food 
ended our discussion. “I ordered 
a steak,” protested Dr. Maureen, 
“where is it.?” The waiter smiled 
derisively. “Pick up the potato, and 
you’ll find the steak. What do you 
expect for a dollar?” 

iMwyer Sherman came in with 


his wife, greeted us, and occupied 
the table next to us. A blonde, well 
bnown in the neighborhood, called 
to the lawyer. "Hello, there, how 
are you?" "Oh," explained the legal 
light to his wife. "1 had some pro- 
fessional dealings with her!' The 
wife looked penetratingly at him. 
"Whose profession? Yours or hers? 
Was that the form you telephoned 
to me that you were worhing on?” 

# # * 

February ig . . . Bachelor maiden 
Ruth Ramsay has an adopted son 
of 16. Her uterine bleeding puz- 
zled and distressed me. How am 
1 to have a biopsy of the endome- 
trium done for her? Will she allow 
her virginity to be done away with? 
As I sat and pondered, she entered 
my consultation room and smiled 
pleasantly. She must have read my 
thoughts. She looked around care- 
fully, and whispered in my ear: 
“That son of mine is not adopted.” 
Then she added seriously: “Swear 
that you will not betray that con- 
fidence I just placed in you.” I re- 
torted angrily, that doctors never 
abuse confidence. She laughed mor- 
dantly. “Who do you think is the 
father of that boy of mine? A doc- 
tor, yes, a married doctor, whom I 
trusted. Oh, no. He didn’t rape me. 
But he made me lose myself. Now 
you see why I am suspicious of 
doctors?” 

* » * 

February 20 .. . Mrs. Pearson is 
more 70 than 60, Her pain in the 
lower thoracic region and upper 
abdomen was excruciating. Her 
case was diagnosed as pleurodynia. 
Dr, Denmore demonstrated her 
case on his rounds and told his lis- 
teners that the disease occurs al- 
most exclusively in the young. Her 
face glowed with happiness. Not a 
word of complaint. Her time is 
being spent by viewing herself in 
the hand mirror. 

I asked why her husband does 
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not come to see her, “Who needs 
that old—. You know he is exact- 
ly like that Chinese president, 
what's his name, Kai Chai some- 
thing. He sent his wife here to gel 
money when he was broke. My 
husband sends me to work when 
he is broke. That’s how I caught 
my cold, looking for a job. Fool. 
They say first came the man, and 
after him came the woman, and 
she has been after him ever since. 
Not me.” And my faith in psy- 
chosomatic medicine became still 
stronger. 


’February 24 . . . Met Dr. Hallo- 
way on the street. Said he: “Say, 
did you see that case of intcstino- 
vesical fistula, the fistula between 
the intestinal tract and the urinary 
bladder?” Eccentric Mr. Roden 
Oltenheimer approached us. “Did 
you gentlemen,” he asked, “read 
my letter in today’s morning pa- 
per.^” I said I did- “Well, how do 
you like my vocabulaty? Good, 
isn’t it? Do you know when I 
arrived in this country, I couldn’t 
speak one word of English?” I 
asked: “Where did you come 
from?” “I was born here,” he an- 
swered and walked off. 

• • • 

February 26 ... \ thought that 
Bagley’s fracture of the acetabulum 
in an accident one year ago healed 
completely. Today 1 saw him walk- 
ing on crutches. “Yes,” he ex- 


plained. “The case ain’t settled yet." 

Followed the hearse of my life- 
long and devoted friend Dr- Ostro, 
whose passage from the vitality of 
life to the incomprehension and 
horror of death was sudden, and 
hence shocking to all of us. He 
died from a cerebral aneurysm, 
just as he reached the heights of 
success. His sudden demise sad- 
dened us all. 

There I stood, and observed the 
wide expanse of the cemetery. I 
looked at the graves, row an row, 
with cherished illusions, noble 
deeds, and abysmal evils buried 
under the tombstones. If men 
would only remember that the 
flame of life is eventually blown 
out. they would not come to grips 
with life, and would enjoy their 
short sojourn on this earth. Men 
would not flout moral response 
bilities. . . . 



Nu-Tone, Hamilton's Finest Suite 

The Nu-Tone suite consists of five pieces, large luxurious table with match- 
ing instrument and treatment cabinets, waste receptacle and stool. Wood- 
steel drawers . . . hand-rubbed, walnut finish . . . price $925.00 tn Zone 1. 
Each piece also available separately. 


HAMILTON MANUFACTURING COMPANY 

TWO RIVERS WISCONSIN 


A New Office 

Make your office look like new 
with Hamilton medical furni- 
ture. Patients like it . . , and you’ll 
be proud of it. It speeds up 
treatments, too. Has counter- 
balanced top, Ster^OSheet cover 
for each patient and other fea- 
tures you get only from Hamil- 
ton. These exclusive Hamilton 
advantages help you see more 
patients in less time. Three com- 
plete suites available . . , two 
in wood . . , one in steel. Com- 
plete catalog on request. Use 
the coupon. 


Please send catalog showing your 
complete line 
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PENETRATES THE BARRIER OF 
PATIENT-RESISTANCE IN ACNE TREATMENT 
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'Tlie intraderm solutions have a singular advantage over other 
topical apphcations in that they are simple to apply and there 
is a notable absence of messiness. There can be little doubt 
that these feahires contribute materially to the success of this 
method. Patients who usually object to the messiness of other 
preparations are more cooperative with the intraderm regime." ‘ 

1 . Grinnell, E.: Journal-Lancef 68: 121 (1948). 



Provides the dermatologic benefits of sulfur in a unique sldn- 
penetrating vehicle which carries the medication to the site of the 
disturbance, diffusing through the affected cutaneous structures.® 


2. MacKee, G. M.; el al.: J. Invest. Dermal. 6: 43 (1945). 

INTRADERM SULFUR is supplied in 30-cc. bottles . . . available 
through all prescription pharmacies. 
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REDUCED RENAL HAZARD ^ 

MORE RAPID INSTITUTION OF BLOOD LEVEL ^ 
AUTOMATIC ALKALIZATION 

Use of sulfonamide mixtures, called *‘the most efficient 
single measure to minimise renal complications,'* ac* 
coiints for the superiority of Aldiazol. Presenting sulfa* 
diazine and sulfathiazole in a microcrystalline state 
together with sodiums citrate and lactate for automatic 
urinary alkalization, Aldtazol produces more rapid initial 
sulfonamide absorption, leads to satisfactory mainte- 
nance of therapeutic blood levels, and almost completely 
eliminates the danger of crystalluria (2 per cent). It does 
not burden the kidneys unnecessarily as does sodium 
bicarbonate alkalization. Aldiazol thus combines high 
efficacy with minimal toxicity. The palatabili^ of this 
liquid preparation makes it especially useful in pediatrics. 
Indicated whenever sulfonamide therapy is called for. 



Idiazol 


THE S. E. MASSENGIll COMPANY 
Bristol, Tenn.-Vo. 

NEW YORK * SAN FRANCISCO • KANSAS CITY 



PATIENT 



under TREATMENT 


ENJOYS 


from distressing 
URINARY SYMPTOMS 



Distressing symptoms of urinary tract infec- 
tion such as urinary frequency, pain and 
burning on urination can be rebeved prompt- 
ly in a high percentage of patients through 
the simple procedure of admmistering Pyri- 

dium orally. •, r • 

With this easy-to-admiruster and safe im- 
nary analgesic, physicians can often provide 
their patients with almost immediate rehef 
from distressing urinary symptoms durmg 


the time that other therapeutic measures are 
directed toward alleviating the underlying 
condition. 

Pyridium is virtually nontoxic in thera- 
peutic dosage and can be administered 
concomitantly with streptomycin, penicillin, 
sulfonamides, or other specific therapy. 

The complete story of Pyridium and its 
clinical use is available on request. 


PYRIDIUM 

(Brand of pl,rnylazo.dian.ino.p, riaine UCl) 


MERCK & CO., Inc. RAHWAY, N. J. 

Jn Canada: MERCK & CO., Ltd. 


Montreal, Que. 
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Pyndfum U the trode*niork of 
the Pyridium Corporalion for 
its Brand of Phenyloio- 
diamino-pyridIne HCI. Merck 
& Co., Inc., sole distributors 
in the United States^ 
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Individualized management of complex spaitlc^jmrV , 
dromes is particularly facilitated by use of Oonnoldl 
Elixir— the spoonfed spasmolytic agent whose supV*.. '■ 
rlor efRcocy derives ftom its precise bolance of th^ • '• ' j 
principol natural olkaloids of belladonna, plus phe< ^ . 
nobarbital • •With it may be odministered (udl- 
clous selections from a wide variety of goslric, 
intestinol, bronchlol, urinary, cnolgeslc, or other . / ’ 

drug agents with which it is entirely compatible 
...for the precise pharmacotherapy you desire. 

Wrir* for iugg«it>v« formulary for your roady roforonco. 

Each See of Donnoiot Elixir conlatni; 

Hyoityomlno SuIfaU _..O.l037 mg. 

AiropinoSutfolo 0.01 94 mg. 

Kyeicine Hydrotiromld* 0.0065 mg. 

Phtnobarbilol (ti gr.) 16.2 mg. 

Alta avoilobfe as Oonnafol Tabled and Oonnotol Captulot 


spasmolysts 
pfus^ • 


n cs ^ d I elixir 


Also avollcblo os 
Dennatol Tabled 
end Donnalol Capsules 


A. H. Robins Co., 


Richmond 20/ Va. 



the synergic 

formula 

for maximum 

non-narcotic 

analgesia 


To obtund pain without recourse to narcot- 
ics— yet better than the patient’s medicine 
cabinet can— becomes a daily professional 
obligation. That’s why Phenaphen \ras 
formulated with calculated pharmaco- 
logic precision . . . the analgesic action 
of its aspirin — plienacetin components 
being implemented and prolonged by its 
phenobarbital content (which helps 
allay apprehension ... its hyoscyamine 
further increasing overall efficiency 
through local anodyne action. Phenaphen 
—the astute professional prescription for 
pain — is promoted to physicians only. 


Each tablet or capsule contains; 


Phenacetin (3 gr*) 194 nig. 

AcetTlsalicylic Acid (2?^ gr.) 162 mg. 

Hyoscyamine Sulfate 0.03 mg. 

Phenobarbital (?4 gr.) 16.2 mg. 



: \ ^ i. 

A. H. Robins Co., inc. 

HHICAI PHARMACEUIICAIS OF MERIT SINCE tS78 

Richmond 20, Va. 
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BECAUSE WIDELY APPLICABLE 


Ovaltine in milk, a multiple Uietar^’ 
supplenienc, is eminencly useful in pre* 
venting malnutrition referable to nutri- 
tionally incomplete diets or to restricted 
food intake. This flavorsome food drink 
is widely applicable in dietorherapy of 
illness and convalescence, and for cor- 
recting inadequate nutrient intake in 
persons of all ages. 

1. The protein of this delicious food 
drink— Ovaltine in milk— is of high 
biologic value, supplies all the indis- 
pensable amino acids required for tissue 
maintenance and growth and other 
physiologic needs. 

2. Its contained vitamins and min- 


erals provide excellent amounts of vit- 
amins A and D, ascorbic acid, niacin, 
riboflavin, thiamine, calcium, copper, 
iron, and phosphorus. 

3* Its carbohydrate energy is 
promptly available for utilization. 

4. Its easy digestibility makes for 
ready absorption of its valuable 
nutrients. 

5- Its delicious flavor, appealing 
alike to children, adults, and the aged, 
makes it acceptable even when other 
foods may be refused. 

6 . Its multiple nutrients, in kind 
and amount, make Ovaltine in milk a 
highly efficient dietar)' supplement. 


the wander company, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 




Three jerWngi doffy of OvoJh’ne, eoeh modt of 
Vi or. of OvofKne on<f 8 or. of whofe proWdei 
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VITAMIN A 

3000 1.U. 

32 Gm 

VITAMIN Bi 

1.16 mg. 

32 6m. 

RIBOFLAVIN 

’2.0 mg 

escm. 

NIACIN 

6 8 mg. 

1.12 Cm 

VITAMIN C 

33.0 mg. 

0.9t Cm. 

VITAMIN D 

417 lU. 

12 mg 

COPPER 

O.S mg. 


'Bated on average reporird volyei for tru'/fc, 



ANATOMIC 
FOR FAULTY-ROnV 



PATIENT OF THIN TYPE OF BUILD- 
SKELETON INDRAWN 


L SUPPORT 
ECHANICS 
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In conditions of faultj- body mechanics, 
the nonuse of the abdominal muscles al- 
lows the pelvis to rotate downward and 
forward, bringing the sacrum up and back. 
There results an increased forward lumbar 
curve with the articular facets of the lum- 
bar spine crowded together in the back. 

The dorsal spine curves backward with 
compression of the dorsal intervertebral 
discs and the cervical spine curves forward 
with the anicular facets in this region 


closer together. Therefore, chronic strain 
of the muscles, ligaments and joints of the 
spine and pelvis occurs. 

Omp Anatomical Supports have an ad- 
justment by means of which their lower 
sections can be evenly and accurately 
brought about the major portion of the 
bony pelvis. When the pelvis is thus stead- 
ied, the patient can contract the abdominal 
muscles with ease and then with slight 
movement straighten the upper back. 


Relievinz back strain and fatigue due to faulty body mechanics is a feature of the 
Camp Support illustrated and other types for Prenatal, Postnatal, Postoperative, 
Pendulous Abdomen, Visceroptosis, Nephroptosis, Hernia and Orthopedic conditions. 

S- H. CAMP AND COMPANY . JACKSON, MICHIGAN 

VPorld's Largest Manufacturers of Scientific Supports 
Of.cesir. New York « Chicago « Windsor, Ontario • London, England 






When you select a Cambridge Elec- 
trocardiograph, Doctor, you are 
buying an instrument that will pro- 
duce Electrocardiograms which 
you and all other Cardiologists 
know are accurate. They are the 
standard of comparison . . . every- 
where. The science of Electrocar- 



THE "SIMPLI-TROl" PORTABLE MODEL 


... for use in private practice, is contained in one ease, 
8* X 10" X 19", and weighs only 30 lbs. Mobile and 
Research Models for Hospital use are also available. Line 
operation Irom any electric outlet eliminates battery 
nuisance. All models may be arranged to record heart 
sounds, pulse, and electrocardiogram simultaneously. 


diography has, in fact, been built 
largely upon records produced by 
the CAMBRIDGE. 

Dependability, long instrument 
life, simplicity and convenience of 
operation are important features of 
the Cambridge Electrocardiograph. 
But consistent accuracy is today, as 
always, the outstanding character- 
istic of this fine instrument. You, 
Doctor, can afford no less — nor 
can you buy more. 

Send for descriptive literature 

CAMBRIDGE INSTRUMENT CO., INC. 
3757 Grand Central Terminal 
New York 17 

Chicago 12, 2400 W, Modiion St. 
Philadelphia 4. 135 S. 36th St. 

Cleveland 15, 1720 Euclid Ave. 

Pioneer Manufacfurers of the £teefrotardfograph 


CAMBRIDGE ALSO MAKES ELECTROKYMOGRAPHS, 
PLETHSYMOGRAPHS, AMPLIFYING STETHOSCOPES, 
RESEARCH pH METERS, BLOOD PRESSURE RECORDERS, 
INSTRUMENTS FOR MEASURING RADIOACTIVITY, ETC. 


CAMBRIDGE 

all-electric 

ELECTROCARDIOGRAPH 






minimal risk 

of salicylism! 

By synergistic enhancement of the therapeutic cfRczcy of 
the antirheumatic agents in Pabalate, a higher and 
adequate salicj'Iate titer is achieved from smaller dosage, ... • 
Thus, the usual danger of such distressing side 
actions as (a) visual and mental disturbance, 

(A) dizziness, (c) sweating, (d) ringing in the 
ears, and {e) hyperpnea, follo%\nng ordinary 
salicj'Iate therapy, is now greatly minimized. 

Pabalate Tablets, furthermore, are coated to 
prevent gastric irritation and to assure 
maximal toleration and patient cooperation. 
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salicylate blood 
levels on !i®\1\y(PlP salicylate 
dosage ... 

“Dramatic and complete clinical response'” in 
rheumatic affections have been observed from a 
combination of para-aminobenzoic acid with 
salicylates. Recent studies have established 
para-aminobenzoic acid not only as an effective 
antirheumatic, causing “fall in temperature 
and relief of the joint pains,’" but also as 
acting synergisucally with the salicylates*’’ — 
increasing blood salicylate levels “two to five times’" 
by reducing the salicy! ion’s urinary e.xcretion.’’’ 
Now, in the new Pabalatc, Robins’ research makes 
this potent combination available for the management 
of the arthritides — with minimal risk of salicylisml 
Your pharmacist has it (or can secure it) 
for your prescription. 

REFERENCES; I. Rosenblom. H. and Fraser, L. E.: Proc. Soc. Exper. 

Biol. Med.. 65:17S, 1947. 2. Dry T. J. cl al.; Proc. Staff Mcct'inRi, 

Mayo Clintc, 21 ;497, 1946. J. Belisle, M.i Union Med, Can., 77 :392, 194<. 

4. Dcirfmaii. A. ci aI.;Pri»c. Soc. Exper. Biol. Med., 64;357, 1947. 

A. H. ROBINS CO.. INC. • RICHMOND 20, VA. 

Elhlcat PhatnuKfUttcaU t>f MrrU $in(( 1^$ 


USES: Rheumatoid arthritis; 
rheumatic fever; fihrosiris; gout, 
ostco-arthrttis. 

DOSAGE: Two to three enteric* 
coated tablets every three to four 
hours, Nvilhout sodium bicirbonatt. 


FORMULA.: Each enteric- 
coated tablet contains Sodium 
Salicylate, U.S.P, (5 gr.), 03 gm. 
rara-aminobcnzoic Acid (as the 
sodium salt) (5 gr.), 03 gm. 

SUPPLIED: In bottles of 100 
tablets. 


For Arthritic Affections 




GRADUATE SCHOOL OF MEDICINE 
COllECE OF MEDICAL EVANGELISTS 


The Graduate Sehool of Medicine of 
the College of IVIedical Evangelists ^vill 
offer full-time basic science courses in 
Internal IMedicine, General Surgery, 
OtolarjTigologj', Gynecology' and Obstet- 
rics, and Urology', beginning October 3, 
1949, and continuing through June 9, 
1950- The tuition fee is $700.00. 

Full-and part-time graduate courses 
in Nenrolog)' and ZS’eurosurgery, as well 
as part-time refresher courses in other 
major clinical fields, are offered from 
time to time during the year. 

For further information address the 
Dean, Graduate School of ^ledicine, 312 
North Boyle Avenue, Los Angeles 33, 
California. 



DISTINGUISHED* 

IN MEDICAL JOURNALISM 


IPfAA Publishing Co. New □ 

516 Essex Building Renewo) □ 

Minneapolis 3, Minn. 

Beginning with your issue doted 

Send POSTGRADUATE MEDICINE for one year to 

Dr 

Street 

Zone State.... 

Q $8.00 enclosed 


\nformation 

FOR AUTHORS 

Postgraduate medicine, the official journal of the 
Interstate Postgraduate Medical Association, is pub- 
lished to present authoritative, original articles of 
high scientific value and of special clinical interest, 
tvith the emphasis on treatment. 

The Editors of postgraduate medicine will be 
pleased to consider original papers in the fields 
of general medicine, as well as ail the specialties, 
so presented as to be of practical value to the 
general practitioner. 

Manuscripts become the property of postgraduate 
MEDici.vE when they are accepted for publication. 
They must not have been published elsewhere in 
whole or in part. Permission for reproduction in 
reputable publications will be granted on request, if 
credit is given postgraduate medicine. . 

Papers should be typewritten, double or triple 
spaced, and the original, not a carbon copy, should 
be forwarded. Tissue weight paper should not be 
used. Authors’ full names, academic or professional 
titles, and complete addresses should be given. 

Bibliographies, if prepared, should be kept to a 
minimum and typed on separate sheets. Bibliogra- 
phies should follow the style of the Quarterly Cumu- 
lative Index Medicus, giving the author’s hill name, 
full tides, the abbreviated name of the journal, vol- 
ume number, first page, and the year. References to 
I books, monographs, and pamphlets should include 
I the author, tide, name and city of the publisher, year 
of publication, edition, and page number of the ref- 
! crence. References should be numbered consecutive- 
! ly throughout the paper and listed in order by num- 
j ber from the text. 

i 

i POSTGRADUATE MEDICINE Stresses the use of illus- 
j tradve material in the form of black and white 

! photographs, x-rays, charts, graphs, line draw- 

! ings, etc., all reproduedon costs being assumed 
by THE JOUR.VAL. All illustrarions will be return- 
ed. Illustradons should be numbered and the top 
j indicated. They must be accompanied by leg- 
ends numbered to correspond and the posidon 
i in the text indicated. 

I 

; Galley proofs will be furnished the authors. Reprints 
i of articles are available and a price list and order 
card submitted with the galley proofs. 

, All correspondence and inquiries pertaining to 
! editorial matters should be addressed to the Editorial 
I Department, 516 Essex Building, Minneapolis 3, 
Minnesota. 
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MEAT. 
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h the Katioml Weight Keduetm Program 


One dictum is universally recognized in the planning of 
reducing diets: the basic requirements of good nutrition 
remain unaltered, and adequate amounts of high-quality 
protein are the cardinal factor in the successful dietary 
management of overweight. 

Protein allowance in such a program is stated to be 
not less than 1.5 to 1.7 Gm. per Kg. of ideal body weight.' 
A further advantage of the diet high in protein and low in 
fat and carbohydrate is its greater simplicity; the tedious 
calculation of calories may be omitted without impairing 
the efficacy of the program.' 

It is therefore recommended that lean meat be given 
a dominant role in reducing diets.' 

The protein content of meat is notably high. Regardless 
of cut or kind, meat provides biologically complete protein 
able to satisfy the multiple amino acid needs of the body. 

Lean meat, particularly, is of excellent digestibility. 
Its outstanding satiety value assures patient cooperation, a 
vital factor in the success of any weight reducing program. 

1 McLesier, J. S.: Nutrition and Diet in Health and Disease, ed. 

4, Philadelphia and London.W. B, Saunders Company, 1943. 

t Kundc. M M The Role of Hormones in the Treatment of 
ObesitN. Ann Ini- Med. 28:971 (May) 1948. 


The Seal of Acceptance denotes that the nuiri* 
Uonal statements made in this advertisement 
are acceptable to the Council on Foods and 
Nutrition of the American Medical Association. 




American Meat Institute 

Main Office, Chieago-.Mcmbers Throughout the Uniled Stales 



DE PUY AMPUTATION RETRAGOR 

One of the finest implements for keeping flesh out of the 
way while sawing a bone to make a clean amputation 

/ , jl^e nurse holds the flesh back, by 

: ■ holding on to the two handles. 

' Opens like a pair of scissors, and 

^ one half will slip off the lock bolt, 

'>A > which makes the pivot so it may be 

• , ' M placed on the bone firmly, and still 

- V not damage the Periosteum. A long 

- needed appliance by the careful 

surgeon, who wants to do a good 
w ». make a good stump. Bone 

fragments are practically eliminat- 
ed. May be used either right or left. 

Made of stainless steel. Price $32.50, 

' ____1 Write for fracture catalog, 

PM 3-49 

Over 50 Years of Service to the Profession. 

DE PUY MANUFACTURING CO., Warsaw, Ind. 







miM can a cigarette heP 



Xa a teceac coast-to-coast 
test, hundreds of men and 
women smoked Camels— and 
only Camels— for 30 consecu- 
tive days. These people 
smoked on the average of one 
to two packages of Camels a 
day during the entire test pe- 
riod. Each week, throat spe- 
cialists examined these Camel 
smokers. A total of 2,470 care- 
ful examinations were made 
by these doctors. After study- 
ing the results of the weekly 
examinations, these throat 
specialists reported: 


“Not one single case of throat 

IRRITATION DUE TO SMOKING CAMELS! 






Test Camel mildness for yourself in your own 
"T-Zone.” T for taste, T for throat. If, at 
any time, you are not convinced that Camels 
are the mildest cigarette you’ve ever smoked, 
return the package with the unused Camels 
and we will refund its full purchase price, 
plus postage. (Signed) R. J. Reynolds Tobacco 
Company, Winston-Salem, North Carolina. 




/Iccon/ing to a A’ationwitfe sum/-. 

More Doctors 
SMOKE Camels 
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LaMotte Blood Chemistry Outfits 

Accurate, Simplified Clinical Tests 

for Blood Sugar Esfimafion 

LaMotte Blood Sugar Outfit 

Uses only a few drops of finger blood. 

PermiJs tests of close intervals. 

Invaluable for infant cases. 

Accurate to 10 mg. of sugar per 100 c.c. of 
blood. 

Direct result without calculations. 

Only 20 minutes required for complete test. 


Measuring Kidney Function 

LaMotte Phenolsulfonphthalein Outfit 

Improved model offering 
greater speed and con* 
venience. 

Reading taken by direct 

color comparison without 

calculations. 

Accuracy well within clin> 
ical requirements. 

Complete/ with four am> 

poules of Phenolsulfon- 

phthalein ready for in- 
iection. 

Write for the LaMotte Blood Chemistry Handbook 

LaMotte Chemical Products Company 

Dept. PGM Towson, Baltimore 4, Md. 



Measuring Liver Function 

LaMotte Thymol Turbidity Test 


Uses 0.1 ml. serum 
per test. 

Results read di- 
rectly from pre- 
pared standards. 

Time required for 
test 30 minutes. 




COUNCIL ACCEPTED 



Brand of theobfomina-calclum sa)ioylal=. 

Trade Mark reg. U. S. Pat. Off. 


For the Failing Heart of Middle Life 

Prescribe 2 or 3 tablets of Theocalcin, t. i. d. After 
relief is obtained, continue with smaller doses to keep 
the patient comfortable. Theocalcin strengthens heart 
action, diminishes dyspnea and reduces edema. 




Gorp. Orange; N. J. 





Orapeii-330 


rtaouj' to give 250,000 units of crystalline 

penicillin G (potassium salt) in one coated, pleasant-tasting, buffered 
tablet, if you specify the Schenley product. Ample evidence suppo^ 
the value of the oral administration of penicillin when given in suffi- 
ciently high dosage. Clinical reports show that even serious infections due 
to penicillin-sensitive organisms— such as acute respiratory illness,*-*-’*' 
. impetigo,' gononhea,’ and rheumatic fever (prophylaxis)®— can be 
treated effectively by this convenient, painless melliod of administration. 


OUAPKN IS VNIQUC 

A special coaUng complciely i 
masks the taste of penicillin. 
OnAPEN is stable at ordinaiy • 
room temperatures, elimina - , 
in<; necessity for refrigeration. , 


Orapcn»250 

0riipen-100»0rapen-50 \ 

[penicillin tablets schenley] i 

Each conl-ainiiig ZSO.OOO. 100.000, or / 
50,000 units nf Pcnidllin CrystalUne C, / 

'• buffered wth calcium c.ubonale. 


IlEFKnKNCCSt 
LLPediat, 32:1(1045). ! f 

2. Am. J. M. Sc. 213:513 j- 
■ {1047). ; 

a.J.Pediat. 32:110 (1948). 

4. New England J. Med. J 

236:817 (1947). . 

5. New York State J. Med. ■ 

48:517(19.19). ' 

. 6. Lancet 1:255(1947). 


On.\PEX>2.’!Ot 

A\‘Jiilalilc in bottles of 10 and 50. 

. OU<\PEN>IOO; 

A\-aUafalc in bottles of 12. and 100. 

OnAPBN-nO: 

AA-ailablc in bottles of 12 and 100. 
SCHENLEY LABORATORIES, INC. 

350 FIFTH AVENUE • Nmv YORK 1 , NEW YORK 






CASE 



54~year~old man suffers severe parkinsonism 
of seven years' duration. Symptoms unrelieved by 
scopolamine hydrobromide, but treatment ivith RabklloA’ Compound 
of Belladonna Alkaloids provides marked benefit. 


G. T., a 54-year'old man, had been suffering 
from severe parkinsonism for seven years. For 
the last five years he had been taking 5.0 mg. 
of scopolamine hydrobromide daily. 

Despite this therapy, severe symptoms of 
parkinsonism persisted. These included sialor- 
rhea, hyperhidrosis, restlessness, depression, 
marked tremor and rigidity of the extremities, 
loss of associated movements, masked facies, 
slov' gait and retropulsion. 

Moreover, the patient u'as unable to write, 
button his clothing or vdnd his watch, and was 
frequently unable to eat without assistance. He 
had not worked for the last three years. 

After examination by his present physician, 
it was decided to change treatment. For the 
next 20 days scopolamine hydrobromide was 
gradually withdrawn and replaced by smaller 
doses of Rabellon Tablets Compound of Bella- 
donna Alkaloids, 4.0 mg. daily. 

On this new therapy the patient’s improve- 


RabEI-LON* Tablels CoiiipoiiiKl of 
Belladonna Alkaloids afford prompt and 
marked symptomatic relief in most cases 
of parkinsonism and paralysis agilans. 
Rabellon Tablets contain definite, 
specific amounts of three purified bella- 
donna alkaloids that have demonstrated 
their efficacy in fixed ratio. Supplied in 
bottles of 100 and 1,000 iiiiarler-sected 
tablets. A generous sample for jour clin- 
ical use u-ill be sent on reipicst from: 
Professional Service Department. Sharp 
& Dohme. Box 7258, Pliitadelphia 1, Pa. 



Note characteristic posture of hands and fingers, the 
"pill rolling" movement. Slightly flexed head and 
masldike features are characteristic of parkinsonism. 


ment was marked and rapid. He was soon able 
to eat without assistance, write, button his 
clothing, and wind his tvatch. Rigidity, muscle 
pain, hyperhidrosis, salivation and restlessness 
were greatly diminished. Gait, tremor and gen- 
eral spirits were much improved. 

No toxic effects from Rabellon Tablets were 
experienced except for occasional slight dry- 
ness of mouth. The patient reported he felt 
"50 to 75 per cent better,” and spoke of re- 
turning to his old job. . 


•Actual cas« record 
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MEOVITE 


Each Mcovilc capsule contains: 

dl-Mctliionine 250 mg. 

Tliiaininc Ilydrocliloride 5 i„g. 

Rihoflavin 2.5 mg. 

Niacinamide 25 im'. 


Recommended ilose — 4- capsules daily, or as required for 
speeial conditions of prophylaxis or treatment. 

Complete details and hihliograpliy on request. Wyeth, 
Philadelphia, Pa. 


E 5 E ^ 


... fll-iiietliioiiiiie with 
essential B vitamins 


jMeovite capsules arc Wyeth’s answer to physicians’ requests 
for an adjuvant that may he prescribed where impaired 
liver function and vitamin B deficiency are present to- 
gether (as they frequently arc in liver injurj’, functional 
digestive disorders, pregnancy, menstrual disorders, avi- 
taminosis, alcoholism). 
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The most potent androgen . , . 


PERANDREN 

(testosterone propionate U.S.P. XIII) 


IN THE jMALE “The principal usefulness . . . has been as a replacement therapy . . 
when functional or organic testicular deficiency exists. 

The chief indications are the male climacteric, hypogonadism, and impo- 
tence due to glandular causes. 


Dosage is from lo to 25 mg. one to three times a week. Perandren 
should be discontinued or the dose decreased if priapism super- 
venes, or if mental excitement occurs. The amount administered to. 
prepuberal boys should be insufficient to precipitate puberty. 


IN THE FEMALE . . the use of androgens in women has resulted in , . . more effective 
management of a variety of clinical disorders.”" 

These include the menopausal syndrome, functional uterine bleeding and 
dysmenorrhea. 






X 


Dosage should not exceed 300 mg. per month. Perandren should 
be discontinued or the dose decreased if signs of masculinization 
appear. 

I. CroIIman, A.: Essentials of Endocrinology (Lippincoit — Pliila., 1544), 
j. Carter, Cohen and Shotr: Vitamins and Hormones CAcademic Press), 
Volume V, 1947. 

'x • For further information write Medical Service Division. 

Peraisdren, multiple-dose vials 10 cc., 10, 23 and 30 mg. per cc., 
and ampuls 3, 10 and 25 mg. 


PHABHACtUTICAl PRODUCTS, IHC., SUMMIT. HEW JERSEY 
PEKANDREN — Trade Mark Reg. U.S.Pat.Off. 
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DIAGNOSIS AND TREATMENT OF TRICHINOSIS 

Syluester E. Gould, m.d. 

SELECTION OF CASES FOR lEMPERT FENESTRA 
NOV-OVAIIS CfERATION 

Julius Lempert, m.d. 

DYNAMIC THERAPEUTICS IN CHRONIC DISEASE 

Hoivard A. Rusk, m.d. 
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DIAGNOSIS and treatment OF DIGESTIVE DISEASES 
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DIAGNOSIS AND TREATMENT 
OF GALLBLADDER DISEASE ^ ^ 

Warren H. Cole, M,p. ' . 

TREATMENT OF HEMATOLOGIC DISORDERS 

Cyrus C. Sturgis. M.D. 


Scientific Exhibit 

THERAPEUTIC USES OF PENIOLLIN AEROSOL 

Aluon L Barach, /w.. Bettina B. Garth- 
waite, M.D.,and Hylan A. Bicfcermon. m.d 


COMPLETE TABLE OF CONTENTS ON PAGE 5 


Internati'onal Assembly — Philadelphia, October 31 to November 3, 1949, 34th Year 

T/je most comprehensive book on the subject ever published ! ' '■ 

SNYDER'S OBSTETRIC ANALGESIA and Aj. 


See SAVi^DF.RS Adt'ertisement on Pages 6 ■ 
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Intramuscular injections of 
IVYOL desensitize the majority 
of individuals susceptible to 
dermatitis from contact with 
poison ivy or poison oak; 
relieve symptoms of Rhus 
dermatitis in many cases. 



The active principle 
of Rhus toxicodendron 
(poison ivy), 1 :1000, 
in bland, sterile 
olive oil. 



Prophylaxis or treatment 
of poison ivy or poison 
oak dermatitis. 

Supplied in packages of 
one or four 0.5-cc. vials. 
Sharp & Dohmc, 
Philadelphia 1, Pa. 



poison ivy extract (1:1,000) 




New Research in Motion Sickness... 

'‘Opcraiion Seasickness”— a rough weather study con- 
ducted on U. S. Army.Transport General Balhu~-ttxtz\s 
new chemical compound Draraamtne to be a powerful 
and non*toxic drug In the prereottoo and control of 
motion sickness- 

Sramamm 

A NEW PRODUCT OF SEARIE RESEARCH 

—is 2 distinct chemical emiry — ff-dlfncthylaminoethyl benzohydryl 
ether e-chlorothcoplij-Uinite. 

A recent controiied investigation of Dramarnine by Gzy and 
Catliner* of the Allergy Clinic of the Medical Department of Johns 
Hopkins University and Hospital, revealed these facts: 

It MorMTUCnCM/Al. Dramarnine frerenrr./ motion sickness in 98.6% 
(29% of the placebo-treated controls became seasick). 

2 . TM«A«unc ntML Dramiminc quickly rff/<rfi/97v5% of csublishcd 

cases of seasickness. 

3. TOXCitY WAL Dramarnine produced no undesirable side aciiorts 
Of signs of toxicity. 

Dramaraine is now available In 100 mg. scored rabJets. Recom- 
mended dosage is 50 to lOO mg. 4 times daily depending on severity 
of motion, literature available on request to 

G> 0. SEARLE & CO., Chicogo 80, ntinots 

L N., and Orlinet. P. E-*. Tbt Pwremioo tnJ Tmtmcnt of Mouoa Sick* 
ne«: I. ScaiscVnui. UuH. John* Hop»m» »*> pfvu. 
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The New 3rd (1949) Edition 
of 

WALLACE M. YATER'S 

FUNDAMENTALS OF 

INTERNAL 

MEDICINE 

REVISED WITH THE COLLABORATION OF 


J. C. Adams 
Garnet W. Ault 
Jos. M. Barker 
Grafton T. Brown 
Ed. J. Cummings 
H. L Hirsh 
Hugh H. Hussey, Jr. 
P. F. Joquet, Jr. 

F. R. Keating, Jr. 


Edwin J. Kepler 
Norman L. Barr 
Isadora Rodis 
S. M. Rosenthal 
Antoine Schneider 
F. C. Schreiber 
W. H. Sebrell 
W. 0. Teichmann 
J. M. Willioms 


Rewritten and revised, this new 1949 edition 
covers the entire field of internal medicine and 
also the essentials of the skin, ear and eye. It in- 
cludes practical and important chapters on die- 
tetics, chemotherapy, antibiotic therapy, inhala- 
tion therapy, symptomatic and supportive treat- 
ment, and tables of clinical values. 

Hundreds of fine illustrations and many clini- 
cally useful diagnostic tables are used. 

Yater’s “FUNDAMENTALS” prob- 
ably has no equal as a refresher text 
for physicians and is preferred by 
many teachers a.s a basic text for stu- 
dents. 


1451 Pages. 315 Figures. Many Diagnostic Charts, Dietetic 
Tables and Useful Prescriptions. 3rd Edition. April 1949 $12.00 


ORDFP THROUGH BOOKSTORES, AGENTS, OR 

APPlETOW-CEMTUEY-CRO!?TS, IMC, 

35 V/, 32nd Si., Nev/ York 1, N.Y. 
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"Complete Subsidence of Scleroderma 
•witb Dihydrotachysterol” 

Bernstein, E. T., and Goldberger, L. A.: 

J. A. M. A., 130:570, Mar. 2, 1946. 



The authors describe dramatic relief of symptoms and 
complete cessation of the process after administration of 
dihydrotachysterol. (Dose employed: 15 drops per day 
for 18 days — 45 cc. — followed by a 45 day rest period, 
then 1 cc. daily for 30 days.) 



Hoie supplied 

UYl \KKnoL SOLUTION IN OIL, bottlcs of 15 CC. 

II YTAKtKoi. cai'sl'les, each equivalent to 0.5 cc. solution, 
hottlcfe of 50. 



HyfaVercE trademark reg. U. S. & Canada 
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A brand netv and authoritative book! 


Snyder^s Obstetric Analgesia and A^iesthesia 


In this brand new book the effects of all analgesic 
and anesthetic agents in obstetric use today are 
evaluated as to i. relief of pain; 2. effect on the 
labor mechanism: and 5. effect on the child. 
There is much information here that is not ob- 
tainable elsewhere in the literature (being the 
result of Dr. Snyder’s original research) and there 
is a great amount of other data that have never 
before been presented in such helpful and au- 
thoritative fashion. The material on intrauterine 
pneumonia, for instance, is completely new. and 


the discussion oi scopolamine in obstetrics is the 
most complete ever published. 

You can open this book, turn to the section 
covering the type of anesthesia you want to use, 
and get a thorough description of: its advantages 
and disadvantages under all conditions; its dan- 
gers; its effects; the time during labor when it 
should be git en; and just about every other fac- 
tor you trill want to know about. 

By F?_ocjlun F. SMT)ry.. M.D.. Professor of Ol^^tetrics and Profeisor 
of Anaiomr, Harrard Medical School. ,501 pa^es. 6" :c 9*, illustrat- 
ed. ^6.50. 


Abdominal Surgery— A Sympommi 


The .\pril Number of SURGIC.AL CLINICS of 
NORTH .AMERIC.A brings you a great 1 6-clinic 
Symposium devoted to .Abdominal Surgert-. 
Emanating from the hospitals and teaching cen- 
ters of New York City and headed by Dr. John H. 
?»IulhoIland. this symposium tells you— and illus- 
trates for you— the latest advances and refine- 
ments of technic that have been made in this 
field by Netv York’s foremost surgeons. A'ou get 
practical, absolutely authoritative guidance on 
surgery in pancreatitis, botvel obstruction, hem- 


orrhoids. abdominal trauma, carcinoma of the 
colon and reaum. and many other equally im- 
portant topics. A’ou also get 9 extra clinics on 
thoracic surgery, gsmecologic surgerv, and mis- 
cellaneous subjects. This is brand new, dotvn- 
lo-earth, really usable help — the kind of help vou 
always get in SURCIC.AL CLINICS of NORTH 
-AMERIC.A. 

SuT^iccl Clines of Sorlb Anencc. By LcEdlc? SuTgeons. IsTued 
«€ri2UT. one number of about 200 panes, 6** x q", illustrated, every 
xnonib. Sold only by z 5 ear of six consecuii^e iiuiiibeT3. Cloth 
bindinn: $i?.oo per year: paper binding: $15.09 per year. 



Use S^ouuUfvdsidUL. Order Form — next page 




New! Mayo Clinic Diet Manual 


This new hook tells you how in feed pn- 

tit'uts who arc in need of a special diet. 35 difTer- 
ent diets arc completely described, with explana- 
tions of adequacy, foods included and excluded, 
and often sample menus. Each and every diet 
has been tried and proven in actual use at the 
Mayo Clinic. 

Ves, you get licrc specific guidance on postopera- 
tive diets in general; on diets following specific 
types of operations; on diets in colitis, diabetes, 
allergy, constipation, gout, anemia, pregnanq*, 


obesity, underweight, anorexia, etc.*, diets for 
infants; hospital diets for children; diets for 
children with cpilej)sy, renal disease, etc. The 
.jG-page Appendix is pached svilh useful infor- 
mation on vitamin supplements, average com- 
position of various foods, etc. 

Vou have to prescribe a special diet practically 
every day. W'hy not order tliis book now and 
take advantage of the authoritative help it can 
give you? 

By ilic Cotnmiitfc on Uittptks ot itie Ma>o Clinic, ssp pages, 


New! 1949 Current Therapy 

READY NOW! It's ready non- for iinincdialc shipment, this 
new kind of anmial volume that gives you the best treatment 
naaitahle today for a'cry disease yon are likely to encounter. 
The ircaiiucms you get here were not extracted from the 
lilcraiure-eiicli ariide was written especially for this book and 
is being used today by the aulitority tvfio describes it for )ou. 
The book is big (8" x 1 1") and it's set in casy to rcad two col- 
umn lormat. Iherapy is described in i-a-g-.] step-by-step 
fashion. .-Xs yon can sec, "ly.jg Current TIterapy" was designed 
to be tlie most tisefni book on treatment ever published. 
Order nosv! 



By »3ti Ainrncan wJrttcjJ hy a jpocial Hoard o! ComuUanu. rdiinl bi 

Howakd r. Ci>sN, .M.I). (i7S pasre^. 8 “ X ii*. jio.oo. 



QjldsDl^ ' Cnuavc Phibdclpliia S.P.-., 

W.B.SaunaersCo.upny^«^^^^^^^^^ 
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1948 Year Book of General Therapeutics 

EDITED by BETHEA— This Year Book is one of the most widely read of all medical hooks, 
presenting, as it docs so completely, the methods, prescriptions and technics of author- 
itiee all over the 'world. From the host periodical literature of the year, Dr. Bethea 
has abstracted those papers on therapeutics tliat 'svill do most to help you in your man- 
agement of patients^ The etitirc field of tTeutmeTit is Gothmeed, Put this hoolc to the 
test and you mil be satisfied it is ‘"the treatment book of the year.” Edited by Oscar 
W. Bethea, m.d,, formerly of Tulanc University. 480 pages. Illustrated. S4.25, postpaid. 

Tl^w 1948 Year Book of Dermatology and Syphilology 

EDITED by SULZBERGER and BAER — ^Drs. Suijiberger and Baek have sifted, screened, ab- 
stracted, and personally interpreted the important and worthwhile journal literature 
of the past year. You get, tlierefore, the latest advances in the field, ready and waiting 
for you to apply in your o^vn practice — ndthout, however, heavy investment in time 
and money. Edited hy Makion B. Sulzbekcer, m.d., and B.UDOLF L. Baer, M.T).; Post- 
Graduate Medical School, New York University Belle\’Tic Medical Center. 560 pages, 
72 illustrations. SS.OO, postpaid. 


9tsiW 1948 Year Book of Keurology, Psychiatry & Neurosurgery 

EDITED hy REESE, LEWIS and BAILEY — Through this Year Book, you secure the diagnostic 
methods and treatment tecimics of outstanding authorities. No detail or fact offering 
practical assistance is slighted, yet you get these data at an incalculable saving in time, 
and at minimum expense. A particular feature of the 1948 volume is its close attention 

to general practice situations. Edited by Hans H. Reese, m.d., 
University of Wisconsin; Nolan D. C. Lewis, m.d,, Columbia 
/ 1 University; and Percival Bailey, m.d.. University of Illinois. 
768 pages, 140 illustrations. S5.00, postpaid. 
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Medical News Round-Up 


ORGANIZATIONS AND INSTITUTIONS 

Yale University’ Graduate School and School of Medi- 
cine combine personnel and facilities to form a new de- 
partment of miaobiology, offering opportunity for ad- 
\aiKed interdepartmental study and research in tliis field.. 
. . . Affiliation of the proposed Hunterdon County (New 
Jersey) Medical Center as a member of the New York 
University-Bcllcvtie Medical Center’s regional hospital plan 
is announced as a unique partnership between a rural medi- 
cal center and a metropolitan univcrsiiy<onnected medical 
center. . . . 

Rcscarcli grants totaling $11,100 arc made to the Uni- 
versity of Illinois College of Medicine by the Mallin- 
ckrodt Chemical Works, the Josiah Macy, Jr., Founda- 
tion and Swift and Company, financing study of alkyl car- 
bonates in pharmacology, carbohydrate metabolism in men- 
tal disease, and amino acids as related to nutrition. . . . 
Dr. George E. Gardner delivers the final laity lecture of 
the New York Academy of ^^cd^cine’s i<)4S-i949 scries, 
speaking on methods of dealing with delinquency. . . . 

Albany Medical College, Albany, New York, opens a 
Cancer Detection Center, offering diagnostic services to 
apparently symptom-frcc men and women of 35 or older. 

. . . Thirty-three new study section consultant experts arc 
appointed for the National Institutes of Health by Surgeon 
General Leonard A. Scheele to replace consultants whose 
terms e.xpircd. Study section members meet periodically to 
evaluate applications for grants to support rcscarcli projects 
at non-Fcdcral institutions. , . . The Armed Forces Medical 
Advisory Committee recommends a drive to recruit vok 
uiucers for the Army, Navy and Air Force from among 
physicians and dentists svho received all or part of their 
education at government expense, or svho were deferred 
from service because of their status as medical or dentil 
iiudcim. . . . 

Public Health Education Section of die American Public 
Health Association names Helen A. Martikainen, State 
Ho.ird of Health, Raleigh, North Carolina, as chairman and 
sotes to support development of health education work 
through regional groups. . . . The Robert Gould Research 
Foundation grants S4.000 for research in nutrition by Dr. 
C. A. HIvehjem of the University of Wisconsin, to study 
tisc of amino acids as sole source of protein in diet. . . . 

A $10,000,000 institution, the National Cancer Hospital 
of America, is scheduled for opening in Detroit late in 1951, 
witli a large share of the building funds already obtained 
dirough gifts. T/ie hospital isill be nonsectarhin and n.i- 
tional in scope, Loretta Mary Gibson, founder of Mercy 
Hall Hospital and secretary of the underwriting group 
for the new institution, emphasizes. . . . 

American Psychosomatic Society announces its sixtli 
annual mccung to l>e held April 30 and May r in Atlantic 
City. . . . First public health center built ssith federal .lid Is 
u^vened in Birmingham, Alabama, housing offices of the 
felTcrson Cf*unr\ Hoard uf Health, .AKibama state labora- 


tones, hirmingUam City HeaJdi Department, and volun- 
tary' agencies. . . . Industrial Physicians and Surgeons of 
the United States and Canada hold their annual, week-long 
meeting in Detroit in early April. . . . 

Grants of $209,838 by die National Cancer Institute arc 
made for 18 research projects at the following institutions: 
Illinois Wesleyan University', University of Illinois, Boston 
University School of Medicine, Harvard College, Tufts 
College Medical School, University of Michigan, Univer- 
sity of Minnesota, University' of Buffalo, Memorial Hospital 
(New York), New' York University, Syracuse University', 
Institute for Cancer Research (Philadelphia), Temple Uni- 
versity School of Medicine, Medical College of Virginia and 
Faculty of Medicine, Universite dc Montreal. . . . 

The University of Minnesota’s school of nursing opens 
its basic professional nursing course to qualified men 
students, starting with enrollment next fall. . . . Close co- 
operation is set up between the new Veterans Administra- 
tion hospital in Houston, Texas, and Baylor University 
Medical School, with a Dean’s committee appointed by 
the school to work with V’A in maintaining medical stand- 
ards. . . . 

Fifty years of work by Britain’s National Association for 
Prevention of Tuberculosis w'ill be marked at the Com- 
monwealth and. Empire Health and Tuberculosis confer- 
ence, scheduled for July 5-8 in London. . , . 

Funds allocated for research and educational projects by 
the National Foundation for Infantile Paralysis for 1949 
now total $2,565,159, with addiu0n.1l grants to be made 
later in the year. The greater share of the funds will be de- 
voted to research including one sum of $1,370,160 allotted 
for a three-year, coordinated effort at four universities to 
determine the number and characteristics of polio viruses 
which can produce human diseases. Working on separate 
but related pliascs of the problem will be teams at the 
University of Southern California, the University of Kan- 
sas, the University of Utah, and the University of Pitts- 
burgh. ... The American Association of Railway Sur- 
geons sets its annual meeting for June 30-July 2 at the 
Drake hotel in Chicago, with symposiums scheduled on 
lesions of the lioncs and joints and Intrathoracic disor- 
ders. . , . 

The University of Louisville .innounccs csiahlishmcnt of 
the AIbcn W. Barkley Chair of Medicine, to be devoted to 
research in heart diseases. Funds for the first work came 
$10,000 Collier's Award which Vice President 
Barfclej’ turned over to the university last year for use in 
heart tiiseasc research. . , . Tlic new $1,750,000 Institute for 
, Cancer Research at Fox Chase in suburban Philadelphia is 

1 set for public opening in April Medicine in Industry 

I IS inaugurated as an undergraduate course for ihird-vcar 
students at the New York University College of Medi- 
I ^ twclvc-Wcck series of lectures by experts in the 

field. . . , 7 'hc American Association for the Surgery of 
Trauma sets its annual meeting for June 2-4 at Atlantic 
Ctty. . . . 



For Rapid Disinfection of Instrum^ts 


o n 


fp oj Ql 


0 


^ If 


I rn 


C -M V7 






gfwrm 


This powerful disinfecting solution is free from phenol 
(carbolic acid) and mercurials. It is a chlorinated 
phenyl compound that is unusually effective in its 
rapid destruction of commonly encountered vegeta- 
tive bacteria (except tubercle bacilli) as shown in the 
chart. 


PRICE 

Per Gallon . S5.00 
Per Quart . S1.7S 
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recommended as the ideal office con- 
lainer for use ivith the Solution. 

Ask your dealer 

PARKER, WHITE & HEYL, 

Danbury, Connecticut 


Check these additional leatuies — 

• Non-injurious to metallic instruments or keen 
surgical edges. 

• Low volatility . . . will not irritate eyes, nose 
or throat. 

• Will not stain fabrics, skin or tissue. 

• Will not dry and fissure hands or skin areas 
if exposed repeatedly. (Chlorophenyl is not 
to be used therapeutically.) 

• Stable ... will retain potency over long 
periods. 


Compare the killing time oj this 
superior bactericidal agent . 
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MEDICAL NEWS ROUND-UP 


AMERICAN ACADEMY OF GENERAL PRACTICE ENDORSES A.M.A. PROGRAM 



Dr. Lowell Gain, Los An- Dr. and Mrs. Joseph Linder. Cincinnati, chairman of Dr. Paul A. Davis, Akron, 

.yclcs, addressing the meeting local arrangements committee and ch.airman of ladies’ immediate past president of 

of the .A.A.G.P. cnicriainment committee, respectively. .A,.-\.G.P. 


Pledj;inR full support of the program of the American 
Medical Association to combat compulsory federal health 
insurance, the American Academy of General Practice, 
at its first assembly in Cincinnati March 7-9, went on record 
as approving the twelve-point program and the S25 per 
member assessment of tlie A.M.A. 

In addresses before the opening session of the Congress 
of Delegates, Dr. Rufus B. Robins, of Camden, Arkansas, 
speaker of the Congress, and Mac F. Cahal, executive sec. 
reiary and general counsel of the Academy, were emphatic 
m tlicir condemnation of the Government’s proposals on 
medical care and strongly urged cooperation of the medical 
profession with the American Medical Association’s cam- 
paign. 

By unanimous vote, the Congress of Delegates opposed 
"any form of compulsory federal health insurance.” The 
delegates dcclarcil tliemsches in favor of prepaid medical 
care on a voluntary h.asis, hut believed the cost of such 
care would be reduced, its availability increased, and its 
quality improved if each individual and family had a 
"family doctor,” who would serve as ihcir personal medU 
c.tl guide and licahh adviser. 

Other rcsoUitvous passed by the Congress included the 
recommendations that the American Medical Association 
be the sole agent autliorizcd to rate hospitals and to stand- 
.irdi/tc and regulate medical and surgical practices train- 
ing programs, and tliat the establishment of a section on 
general practice be "considcretl in dcparimcntalivcd, gen- 
cral hosjiitals, in which specialists represent a portion of 
the total membership of the metlical staff, the section on 
general practice to l>c establislicd williin the structtirc of 
the Acti\c Medical Staff." 

Dr, Paul A. Davis, Akron, Ohio, retiring president of 
the Academy, was succeeded by Dr. Elmer C. Texter of 
Detroit, Michigan. Prcsitlcnt-clccl for 1950 is Dr. Stanley R. 


Truman of Oakland, California. Other officials of the 
group ate: Dr. Jason P. Sanders, ShTC%’cpoTt, Louisiana, 
vice president; Dr. U. R. Bryncr, Salt Like City, Utah, 
treasurer; Dr. R. B. Robins, Camden, Arkansas, speaker 
of the Congress of Delegates; Mac F. Cahal, Kansas City, 
Missouri, e.xccuiivc secretary and general counsel. 

Members of the Board of Directors are: Dr. Lester D. 
Bibler, Indianapolis; Dr. Robert M. Lemmon, Akron; Dr. 
Arch Walls, Detroit; Dr, H. T. Jackson, Fort Worth; Dr. 
G. Marchmont-Robinson, Chicago; Dr. D. G. Miller, Jr., 
Morgantown, Kentucky; Dr. F. G. Benn, Minneapolis; Dr. 
J. P. Sanders, Shreveport; and Dr. R. C. McElvain, St. 
Louis. 


A new -$3,000,000 laboratory building of the Sterling- 
Wmthrop Research Institute at Rensselaer, New York, 
will be ready for occupancy in June, with formal opening 
to be held later in the year. . . . Faculty and alumni of 
Northwestern University Medical School set May 14 for 
their annual reunion dinner at the Lake Shore Club in 
Chicago, with Dr. Frederick W. MerriScId as prindpal 
speaker, . . . 

‘'Communicable Diseases,” a 16 mm. color and sound 
motion picture is made available for showing to medical 
groups by Cutter Laboratories, Berkeley, California. The 
film was made in the isolation hospiLils at Los Angeles, 
San Francisco and Oakland and incorporates some c.\am- 
plcs of diseases never before recorded on film. . . . 

Tlic physical therapist recruitment program of the Na- 
tional Foundation for Infantile Paralysis is now being 
handled by the American Physical Therapy Association, 
and requests for emergency physical therapists should be 
directed after May i to the APTA, 1790 Broadway New 
York 19. . . . 
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Fluorine therapy in easily controllable form is offered by "Enziflur” 

Lozenges, each of which provides 2.0 mg. calcium fluoride,* 
30.0 mg. Vitamin C (ascorbic acid) and 400 U, S. P. Units Vitamin D 
(irradiated ergosteroD.This palatable lozenge should be allowed 
to dissolve slowly in the mouth to bring the fluoride-bearing saliva 
in direct contact with the surfaces of the teeth. 

Descriptive literature outlining indications, dosages and 

contraindications available to dentists upon request. 


‘approximately 1 mg. fluorine 


"Enziflur” Lozenges (No. 805) are supplied in bottles of 30, 100 and 1000. 

AYERST, fAcKENNA & HARRISON Limited 


22 EAST 40TH STREET. NEW YORK 16 , N. Y. 
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MEDICAL NEWS ROUND-UP 



The moticrn new $7,000,000 building of Smilh, Kline At 
French Laboratories, manufacturers of cthic.il pharmaceuticals at 
1530 Spring Carden Street, Philadelphia. The building houses 
rest.irch laboratories, manufacturing f.iciiitic$ .ind general offices. 

SMITH, KLINE & FRENCH LABORATORIES 
OPENS NEW BUILDING 
In conncctitJii with the opening of the new building of 
Stnith, Kline & French Laboratories in Pfiil.ndclphia, on 
March 16th, the company sponsored a ^fedic3I Research 
Conference on “The Clinical Problems of Advancing 
Years,” wiilj addrc.sscs and discussions liy a specially in- 
sited group of speakers. 

The keynote address by Dr. Edw.ird /. Stieglit2, attend- 
ing internist, Suburban Hospital, Bethesda, Maryland, was 
followed by a panel on Cardiovascular Conditions in which 
tlie participants were: Dr. Eugene A. Stead, Jr., Duke Uni- 
versity School of Medicine; Dr. Arlie Ray Barnes, Mayo 
Clinic; Dr. George E. Burch, Tulane University School of 
•Medicine; Dr. Harry Gold, Cornell University Medical Col- 
lege, and Dr. Robert W. Wilkins, Boston University' School 
of Medicine. 

Other sessions were dcsoted to Television in Medical 
Education, a panel on Overweight, and address on Out- 
look for New Drug Therapy in Geriatrics. Speakers for 
this section of the program were Dr. Morris Fishbein, 
Editor, The Jotimal oj the and Dr. Edwin |. Fel- 

lows and Dr. Richard A. McLean of the Smith, Kline & 
French Laboratories, the latter handling the television dem- 
onstrations; Dr. Andrew C. Ivy, U. of Illinois; Dr. L. H. 
Newburgh, U. of Michigan Medical School; Dr. Edward 
Rose. U. of Pennsylvania Scluxil of Medicine; Dr. Edw’ard 
M. Rvnearson, Mayo Clinic; Dr. Robert H. Williams, U. of 
Washington School of Medicine, and Dr. Chaunccy D. 
Lc.ikc. U. of Texas. 

PROGRESS IN MEDICAL SCIENCE ' 

More of the public arc coming to regard cmoiion.'il con- 
flicts as ailmenLs requiring medical care. Dr. Kenneth E. 
Appel rcpoft-s. on a b.isis of experience at the University 
of Pennsylvania’s new Clinic for Functional Disease. The 


increasing number of ambulatory patients in a six-montE 
record of 4,000 psychiatric visits is cited to indicate public 
acceptance of the need for this tj-pe of treatment, . . . Re- 
search scientists from all parts of the country were sched- 
uled to report advances in antibiotic research at the second 
national symposium under auspices of the Antibiotics 
Study Section of tlic National Institutes of Health on 
April II and 12 at Washington, D.C. . . . 

Arrangements are completed for a demonstration of tele- 
vision in natural color for the teaching of surgery' and 
medicine at the American Medical .Association’s annual 
meeting in June at Atlantic City’. Smith, Kline and French 
Laboratories will cooperate with the University of Penn- 
sylvania in putting on the demonstradon, with equip- 
ment pioneered by Columbia Broadcasting System, Zenitli 
Radio Corporation, and Wcbster-Chicago Corporation. . . . 
Surgery, medicine and public health will be surveyed by 
Dr. Paul R. Hawley in the second series of Bampton 
Lectures in America at Columbia University', beginning 
.May 9 

The Army Medical Department reports development of 
a new drug, Dramamine, as a preventive and cure for sea- 
sickness and motion sickness. Original research is credited 
to Dr. Leslie N. Gay and Dr. Paul Carlincr. Dramamine 
is described as a single chemical belonging to the benadryl 
and pyribenzamine group and having a direct effect on the 
vomiting center of the brain. ... A “battle against blind- 
ness” is launched by the National Society for the Preven- 
tion of Blindness in a national conference of medical, pub- 
lic health, industrial and educational workers, marking 
forty years of service by the organization 

Need for a comprehensive program for the care of the 
chronically ill and aged is stressed by Surgeon General 
Leonard A. Schcele. -Aging of the American population 
brings a shift in the nation’s health problem, he points out, 
with the expectation that by 1975 nearly ii per cent of the 
population will be 65 or older. . . . Medical aspects of 
special weapons and radioaciise isotopes arc explored in a 
five-day course for Naval Rcserv’e officers at the Naval 
Medical School, Bethesda, Maryland. . . . Publicadon of 
the liooklet, Yotir Child jrom Six to Twelve, by the U.S. 
Children’s Bureau, completes the bureau’s series of five 
bulletins for parents on child care, from the prenatal period 
through adolescence. . . . 

Dr. Arnold Gescll of the Cliild Vision Research Depart- 
ment, A ale University School of Medicine, presents results 
of his investigations in connection with Sigma Xi National 
Lwureships in addresses at 24 colleges, universities and 
other institutions. .. .The Survey presents the case for ani- 
mal cxpcrimcnlalion in an article entitled, “Unsung Heroes 
of Medicine.”. .. 

The lowest infant mortality rate on record is announced 
for the year 1947 by the U.S. Public Health Service, and 
tentative figures indicate a further decrease in the rale for 
1948. Deaths of infants under 1 year in 1947 were 32.2 per 
1,000 live births, compared to 33.8 for 1946. Tlic estimated 
rate for 194S U 31.8. . . . Progress on four medical research 
fronts, in the fight ag.iinst malaria, the management of 
amebiasis, in analgesics, and in the sympathomimetic 
amines, is described by Dr. Mauricr L. Tainter, director 
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with folic acid. A clear, transparent solution, it is pleasing to the eye, and exceedingly 
well tolerated. But most important, Vytinic’s exceptional appeal to a finicky palate en- 
sures your patients' co-operation. 

The approach of Vytinic to the treatment of secondary anemia is modern and com- 
prehensive-providing in balanced proportions essential factors certainly deficient in 
hemorrhagic anemia and frequently deficient in anemias of nutritional origin. 

Prescribe Vytinic for your anemia patients, and note how willingly they follow your 
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!• EFFICACY Neo-Antergan lias provided complete or 
appreciable symptomatic relief in 71 per cent of an accu- 
mulated series of more than 500 cases of hay fever. 

2. WIDE THERAPEUTIC RANGE Neo-Antergan has 
proved effective in relieving allergic symptoms in certain 
patients who had failed to respond to other therapeutic 
measures. 

3. SAFETY It was necessarj^ to discontinue Neo-Antergan 
therapy only in approximately 3.5 per cent of a series of 
over 1,500 patients because of untoward side oHects. 


MERCK 8 l CO*/ Inc. RAHWAY, H, J. 






Prompt, complete and persistent relief 
in bronchial asthma and associated 
conditions. 

85%— 90% effective symptomatic relief 
in over 1400 patients. 

“Inconspicuous side effeas.”^ 



. . . Tlie facts are substantiated by conclushe clinical 
evidence . . . eight years of exacting study of Nethaphyl 
in bronchial asthma and associated conditions.^'^* 
Write nosv for further information and a clinical 
supply of Nethaphyl Capsules. Observe the high 
degree of effectiveness and the negligible side 
effects of Nethaphyl in your most difficult asthmatic 
patients. 

I- — Hznsc}, F- K.: Xcchaphrl in the ireatmenr of nasaJ allergy and 
bronchial asrhma. Ann. AlJer^, 5:597 (1947). 2 — Hansel. F. K.: 
Nethamine hydrochloride and theophylline tsohutanolamioe in the 
trcanpcnr of nasal allergy and asthma, Ann. Allergy, J:IS>9'207 (1943). 
5 — ^Simoa, S. W'.: Xethapbvl in bronchia! asthma. Ana. Allergy, 6:662- 
663 (1948). 
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higher initial levels 

A 1-cc. intramuscular injection produces serum levels of 
4.0 units per cc.— a value 133 limes higher than the com- 
monly accepted dierapeulic level, 0.03 units per cc- 

quicker maximal therapeutic levels 

Within a half hour or less after the injection, a high con- 
centration of penicillin is found in the tissues. 

prolonged high maintenance levels 

For twenty-four hours or longer, a single injection con- 
tinues to provide effective therapeutic levels. 

better control of infection 

Rapid onset and prolonged maintenance of higher levels 
means more effective antibacterial action than possible 
with penicillin in retardant vehicles. 

extra margin of effectiveness 
Higher levels quickly obtained permit early dominance 
over infecting organisms and diminish likelihood of peni- 
cillin-fastness. 

ease of flow 

Penicillin S-R contains no oil, no wax, no added suspend- 
ing or dispersing agents to impede injection or clog needle 
and syringe. • 
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use any syringe 
without clogging 




PRErAHATION* 

Ensilr niul ijulcVly prepare*! 
Aqueous? ilUyent 
No vigorous slinking 


ADMINISTRATION! 
Free-ftowlnR 
Quickly Injected 
No speclitM>-pe syrlnpc 


CONVENIENCE! 

Syrlnse !in«t nceiUe need not be dry 
No pluRRtdR of needles jao or 51 RagO 
Syringe and nee*lles easily cleaned 


TOLERANCE! 

No senslllrlngr diluents 
No added suspendlnB agents 
Completely absorbed 
Minimal pain 


PENICILLIN S-R 1« supplied In Imlli one-*lose (400.000 units) nnd five^lose ruWwr-<llaplirapm-cnpped vlnh. When diluted 
nrconllns to jUrectlons (uIUi Water for Injection. U.S.r.. Normal Saline Solution. U.S.r.. or s per cent Dextrose InieeWon. U.S.P) 
each cc. contain* ano.ooo units of crystalline procaine penicillin-O nnd lon.oofl units of buffered crystalline sodium penlclllln^j The 
cine-*l<)«e vial is nNo available ullh an nccompanylns ampoule of Water for Injection, U.S.r.. If desired. Potency of the suspension Is 
innlnlnliied for seven day.* at rcfrlReralor temperatures. 
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attention 

or one for a complete 
deep therapy installation 



The size of an order is no measure of its 
importance to you, nor is it to us. WeVe seen 
the smooth operation of a Avhole department 
fall off for want of what appears to he a mere 
trifle ... a few films desperately needed, 
a lost lead letter. That’s where Picker service 
comes in . . . it’s nimble and capable and 
dependnWe»comhiningan impartial happiness 
over handlinp a email order with the capacity 
to do proper justice to the large one. 

Picker maintains ample stocks in strategically 
located offices the country over, staffed by 
men eager to serve well. So well do they 
succeed in lliis aim that, year after year, 
thousands of physicians consistently specify 
Picker for all their x*ray needs. 
ncKrn x.uay cvm\ » m rotiRTii avk.nce. .VKr York io 
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For a lady 
in distress 


‘Dexedrine’ Sulfate 
relieves 

much of the distress 
of the menopause . . . 
by reawakening the 
patient’s optimism 
and mental alertness' 
... by restoring her feeling of energy and 
well-being ... by reviving her interest 
in life and living. 

‘Dexedrine’ produces a uniquely 
“smooth” anti-depressant effect. Unlike 
d-desoxyephedrine, it can be depended upon 
to improve the mood and brighten the 
oudook without giving the patient the 
uncomfortable feeling of “drug stimulation”. 

Dexedrine* Sulfate Tablets & Elixir 

The anti-depressant of choice 
in the menopause 

Smith, Kline & French Laboratories, Philadelphia 

*T. 2^1. Reg. U. S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 
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MAINTAINING LOWERED BLOOD PRESSURE OVER A PROLONGED PERIOD 


After the blood pressure has been maintained at a lower 
level for from one to three months— where Thiocyanate 
therapy is employed— a great improvement in the patient’s 
symptoms is generally noted. The first period of weakness 
passes away, a feeling of well-being with a return of energy 
follows, and there may be concomitant improvement of 
heart and kidney function. Literature and samples on request. 


THIO’CARA Compound 

Alcohol 

Each fluid ounce coniaios: 
Potassium Thiocj-anate (Sul« 

fot^tnate) 12 gr. 

Cascaromatic S&C (Fluid* 
extract Cascara Aromatic 

S&C) 40 mins. 

Aromatics qs. 

TABLETS 

POTASSIUM THIO* 
CYANATE (Potassi* 
um Sulfocyanate) 
Sjwcially coated red 

••■Wi Bf* 3 gf. 

HYPER-SED Tablets 



S U T L I F F & 


252 SPRING ST. 


PEORIA, ILLINOIS 
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—the unique.antacid, 
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copes successfully 
v;ith gastric hyperacidity 
because 
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its efficacy and taste 
invite the cooperation of 
your patients. 
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Pleasant enough to 
take and chev/ 
Y/ithout v/ater, 
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One I’S'^’IE^Sa^'g 
tablet has 

acid neutralizing pov/er 
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equivalent to a 
full eight-ounce glass of 
fresh milk 
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Rapid and sustained relief 
{tablet disintegrates in one 
minute . . . buffer action 
lasts an hour or longer) 



Each tablet contains 
0.15 gm. glycine and 
0J5 gm. calcium carbonate 


Supplied in 

bottles of 100 tablets. 


Schenley Laboratories, inc. 

350 fifth avenue, nev/ york 1 


O Sc.*:ente7 Laboratories. In 
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truly therapeutic dosapccs of all 
the individual vitamins known to 
be essential in human nutrition. 


THERAPEUTIC FORMULA 



the standard of comparison 


Baittes of ICO 


STATISTICALLY SIGNIFICANT- 


Kecent hiiportant investigations confirm superiority of 
molyhdenized ferrous sulfate in iron-deficiency anemia. 


Dieckmann, W. J., and 
Priddle, H. D.: Anemia of Preg- 
nancy Treated with Molybdenum- 
Iron Complex, Amer. J. Obstet. & 
Gynecol., (March) 1949- 

Dieckmann and associates recently 
undertook an evaluation of molyb- 
denized ferrous sulfate (Mol- Iron) 
in anemia of pregnancy — a relatively 
resistant type of anemia. 

A carefully selected group of patients 
was given Mol- Iron in a dosage 
of 2 tablets 3 times daily; a compa- 
rable group of patients who received 
no iron medication served as controls. 

FINDINGS: "The patients who 
were treated showed a rapid increase 
in hemoglobin and hematocrit with 
a mean at term of 11.8 Gm. per 100 
ml. and 36 volumes per cent — high 
figures for pregnant patients. The 
mean for the present control group 
is 10.7 Gm. of hemoglobin per 100 
ml. and a hematocrit of 32.6 volumes 


per cent (at term) ... At six weeks post 
partum, the patients who had been on 
molybdenum-iron had a mean of 12.2 
Gm.per 100 ml. as compared with 11. 2 
for the present (control) group . . .” 

COMMENT: "We have never had 
other iron salts so' efficacious in 
pregnant patients. Our results with 
the molybdenum-iron complex have 
been so striking that, if the patient 
has taken this medication for three 
weeks and shown no significant in- 
crease in the hemoglobin concen- 
tration, the therapy is stopped and 
a more extensive study (bone marrow 
biopsy, gastric analysis, reticulocyte 
count, etc.) made to determine the 
cause of the anemia.” 

SUMMARY: "We believe that the 
value of this molybdenum-iron com- 
plex has been demonstrated as being 
very effective in increasing the hem- 
oglobin of pregnant patients who 
are anemic.” 
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ADVANCE 

IN ANEMIA THERAPY 


Talso, P. J.: Anemia in Pregnancy, 
J. Ins. Med., 4:31-34 (Dec.-Jan.-Feb.) 
1948-1949. 

"The encouraging results obrained with 
molybdenumized ferrous sulfate in the 
microq'tic hypochromic group indicate 
a better prognosis in these conditions in 
the future with a resultant improvement 
in maternal health generally.” 

Chesley, R. F., and Annitto, J. E.: 
Evaluation of Molybdenized Ferrous 
Sulfate in the Treatment of 
Hypochromic Anemia of Pregnancy, 
Bull. Margaret Hague Maternity 
Hospital, 1:68-75 (Sept.) 1948. 


". . . molybdenized ferrous sulfate pro- 
duced a substantially more rapid thera- 
peutic response than ferrous sulfate, the 
difference in response being statistically 
significant. Addition to ferrous sulfate of 
either liver-stomach extraa or folic acid 
did not potentiate the aaion of the iron 
salt. 

"None of the patients treated with mo- 
lybdenized ferrous sulfate complained of 
more than mild digestive symptoms re- 
lated to the medication. However, 8 per 
cent of the patients originally seleaed 
for treatment with ferrous sulfate had to 
be withdrawn from the study because of 
consequent digestive up-sets.” 



a specially processed, co-precipitated, stable complex of 
molybdenum oxide 3 mg. (1/20 gt.) and ferrous sulfate 195 
mg. (3 gr.). In bottles of 100 and 1000 Tablets. Also avail- 
able in a highly palatable Liquid, in bottles of 12 fluid-ounces. 

WHITE LABORATORIES, Inc., Pharmaceutical Manufacturers, Newark 7, N.J. 
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Bi-Pen is available through all 
pharmacies in the follovang pack- 
age sizes: (1) a combination 
padtage containing a single dose 
(400.000 units) in a rubber-stop- 
pered dal and a 1 cc. size ampul 
of sterile distilled water; (2) a 
pacl3ge containing 5 single dose 
dais (water not supplied); (3) a 
multiple dose rubber-stoppered 
dal containing 2.000,000 units or 
5 doses of 400.000 units each. 


f o r 

HIGHER BLOOD LEVELS 

\Vith Bi-Pen, the advantages of rapidly absorbed 
soluble crj'stalline penicillin and slowly ab- 
sorbed procaine penicillin are realized in a 
single preparation. 

Containing 100,000 units of buffered cr>'stal- 
line potassium penicillin G and 300,000 units of 
cr\'stalJinc procaine penicillin G per dose, Bi-Pen 
quickly produces high initial plasma levels. 
Thereafter, high therapeutic blood levels arc 
maintained in virtually all patients at bed rest 
for at least a 24-hour period following intra- 
muscular injection. Hence a single 1 cc. (400,000 
units) dose daily is adequate for the treatment of 
most penicillin-responsive infections. In over- 
whelming infection, 800,000 units may be given 
daily. Injection is practically painless, and local 
nodulaiion rarely occurs. 

In its drv' state as supplied, Bi-Pen is stable for 
12 months at room temperature. After being 
mixed with sterile water for injection, it may be 
kept in a refrigerator for seven days wthout 
significant loss of potency. 


CRYSTALLINE PROCAINE PENICILLIN G AND 
BUFFERED CRYSTALLINE PENICILLIN G POTASSIUM 

^au.eyen(A^ 

i 


C.S.C. 


A DIVISION OF COMMERCIAL SOLVENTS CORPORATION • 17 EAST 42ND STREET, HEW YORK 17, NEW YORK 
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For the 

Ulcer Pa 



Powder and Tablets 

Peptic ulcer patients need maximum acid 
neutralization and prefer minimum bulk 
medication. Al*Si*Cal Powder and Tablet 
meet these requirements. Each teaspoon- 
ful powder neutralizes 949cc. N/10 acid 
in the stomach. Bach Al-Si-Ca! Tablet neu- 
tralizes 237 cc, N/10 acid in the stomach. 
This plus general sedative in phenobar- 
bital, local sedative in benzocaine and 
antispasmodic in Belladonna. A1-Si-Cal is 
the product of choice in peptic ulcer 
therapy. 


60 gr. equi««I«nt to one Tcerpoonful eonteini: 


PhenoberbitsI 

(Weming: May be habit forming.) 
Extract Belladonna - 

Benzocame 

Calcium Carbonate — 

Magneiium Oiide _ . 

Magneiium Triiillcate 

Dried Aluminum Hydroxide Gel 


l/< 9'* 

.1/6 gr. 
.1/4 gr. 

- 24 gr. 
• 10 gr. 

- 15 gr. 
. 10 gr. 





new approach 


TO THE CONTROL OF 


steatorrhea 


d 
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Fof Emulsion v/ilhout SORLATE 



Fat Emulsion with SORtATE 


. . an emulsifying and surface-active 
agent which has the ability to 
decrease the interfacial surface tension 
of aqueous and fat dietary mixtures. 

The name is SORLATE, Abbott’s sorbitan 
monooleate polyoxyethylene derivative. 

Clinical research! has shown that the 
administration of this derivative is 
effective in the control of steatorrhea. 

When mixed with food, SORLATE brings about a more homogenous 
and finer emulsification of dietary fat, so that the 

particle size of the fat globules is small enough to allow direct absorption 
from the bowel without preliminary enzymatic hydrolysis of the fat. 
Careful clinical studies* have demonstrated thot when this surface-active 
agent was given to patients who were unable to absorb fat normally, 
much higher blood levels of vitamin A were produced. In several patients 
with subtotal gastrectomy it was shown that the addition of SORIATE to 
diets containing fat markedly reduced the percentage of fat 
lost in the stools, indicating improved absorption when 
this emulsifying agent was ingested. 

In SoRLATE therapy the patient should be fed an adequate 
diet containing 2500 to 3000 calories per day, 
including a minimum of 125 to 150 Gm. of fat. The 
SORLATE dosage should be at least four capsules, 
three times daily with meals. When given orally it is nontoxic for human 
beings even in large doses. Since it may take several weeks or months for 
the beneficial effects to be clearly observed, treatment with 
SORLATE should be continued over a prolonged period. 

SORLATE is supplied in 0.5-Gm. capsules 
in bottles of 100 and 1000. For more 
detailed information on SORLATE therapy, 
just drop a card to 

Abbott Laboratories, North Chicago, III. 



SORLATE 


TltA3E 


(SORETHITAN MONOOIEATE, ABBOTT) 


I. Jones, C. M., Culver, P. 

J. , Drummey, G. D., and 
Ryan, A. E. 119481, Modifi- 
cation of Fat Absorption in 
the Digestive Tract by the 
Use of an Emulsifying Agent, 
Ann. Int. Med., 29:1, July. 
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on the Blood Transit 


ENOUGH CORPUSCLES IN THE 
BODY TO STRETCH FOUR TIMES 
AROUND THE GLOBE— 

A BLOOD TRANSIT SYSTEM— 

AND WHEN HEMOGLOBIN IS DOWN 
THERE’S A “POWER LEAKAGE" 

WITH SECONDARY EFFECTS— 

ANOREXIA, AVITAMINOSIS 
AND ACHLORHYDRIA. 

IMcb out for those secondary effects 
in the secoH^^^lry anemias 

HEPTUNA with folic acid 

meets all these needs in a single capsule. Study the formula. 
Clinical observation shows Heptuna with Folic Acid brings a 
rapid hemoglobin regeneration, change in the hematopoietic 
picture and relief of secondary eifects with 
a minimum of digestive reactions. 


ALL IN ONE CAPSU LE 

Folic Acid ,„g 

Ferrous Sulfate U.S.P grains 

Vitamin A (Fish-Liver Oil) 5,000TlSJ>.Vmls 

Vitamin D (Tuna-Liver Oil) 500ll.SJ>.Vnits 

Vitamin B, (Thiamine Hydrochloride) 2 

Vitamin B. (Riboflavin) 2 mg. 

Vitamin Be (Pyridoxine Hydrochloride) o.l mg. 

Calcium Pantothenate 0.333 mg. 

Niacinamide mg. 

7ogelhcr with other B-compIcx factors from liocr and yeast 
ONE OF THE ROERIC BALANCED FORMULAE 





ROERIG 


of Heptuma • Darthronou • OBros’ 

J. B. ROERIG AND COMPANY 

J36 LAKE SHORE DRIVE • CHICAGO It, ILLINOIS 




natural preference 


A revealing test* recently was conducted on a group of cardiac 
patients in congestive failure, treated with intramuscular injec- 
tions of different mercurial diuretics, the identities of which were 
unknown at the time to both patients and observers. The results 
showed that the majority clearly evinced a decided — and 
natural — preference for a diuretic agent that caused the least 
pain and discomfort — 




wj 



Similarly, Gold et al^ prefer MERCUHYDRIN in their routine 
treatment of the failing heart because “it is less irritant to the 
muscle and is less apt to produce pain”. 

MERCUHYDRIN is also preferred by the treating physician- 
because of its dependability. It is well tolerated systemically,*''* 
excellent water and salt diuresis is obtained,*-^"*' and the diuretic 
response by intramuscular injection is the same as by intra- 
venous injection.*'-^ With a systematic schedule of early and 
frequent administration producing controlled diuresis, 
MERCUHYDRIN aids greatly in prolonging the life, decreasing the 
invalidism and adding to the comfort of the cardiac patient. 
Symptoms of failure, such as peripheral edema, paroxysmal 
dyspnea or acute pulmonary edema, are prevented or mini- 
mized, and the distressing consequences of intermittent massive 
diuresis are obviated. 

DOSAGE: MERCUHYDRIN 1 cc. or 2 cc. intramuscularly or intravenously, 
injected daily or as indicated until a weight plateau is attained. Sub- 
sequently, the interval between injections is prolonged to determine the 
maximum period permitted to intervene between maintenance injections. 

PACKAGING: MERCUHYDRIN (meralluride sodium solution) is available 
in 1 cc. and 2 cc. ampuls. 

BIBLIOGRAPHY: (1) Modell, W.; Gold, H., and Clarke, D. A.: J. Pharmacol. & 
Exper. Therap. 84:284, 1945. (2) Gold, H., and others: Am. J. Med. 3:665, 1947. 

(3) New and Nonofficia! Remedies, Philadelphia, J. B. Lippincott Co., 1947, p. 298. 

(4) Finkelstein, M. B., and Smyth, C. J.: J. Mich. State M. Soc. 45:1618, 1946. 

(5) Reaser, P. B., and Burch, G. E.: Proc. Soc- Exper. Biol. & Med. 63:543, 1946. 

(6) Griggs, D. E., and Johns, V, J.J Influence of mercurial diuretics on sodium excre- 
tion, to be published. 
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ILWAUKEE 1, WISCONSIN 



Diagnosis and Treatment of Trichinosis 

SYLVESTER E. GOULD* 

WAYNE UNIVERSITY COLLEGE OF MEDICINE, DETROIT 


HISTORICAL 

I N 1835, James Paget, then a 21-year-old first-year 
medical student at St. Bartholomew’s Hospital 
in London, encountered, in the dissecting 
room, small whitish calcified specks in the skeletal 
muscles o£ a cadaver. He sought out someone who 
had a microscope, examined the specks and found 
them to be made up of cysts (Figure i), each of 
which contained a worm. The worm was then 
named Trichina spiralis but is now known as Trich- 
inella spiralis. 

In 1846, a Philadelphia physician, Joseph Leidy, 
while eating a pork sandwich, noticed minute 
specks in the meat which struck him as being simi- 
lar to those he had seen in the muscles of a human 
subject that he had dissected a few days previously. 
He examined the rest of the pork microscopically 
and found it to be full of trichinae (Figure 2). This 
discovery, for the first time, definitely associated 
the parasite with the pig. 

It was not, however, until i860 that the disease 
was known to produce fatal htiman infection. In 
that year, a German servant girl in Dresden, Ger- 
many, was brought into the hospital where she 
died thirty-three days after tlie onset of an illness 
which was diagnosed typhoid fever. Zenker, the 
pathologist, examined the skeletal muscles of this 

•Associate Professor of Pathology, Wayne University College of 
Mc{licine,Dctroit;Ei!itor,<^wjfr/<an Journal of Clinical Pathology. 

Presented November 9, 1948, iK-forc the meeting of the Inter* 
state Postgraduate Medical Association of Nortli America, Cleve- 
land. Ohio. 


patient at autopsy for evidence of degeneration 
characteristic of typhoid fever, but found instead 
dozens of living worms in every microscopic field 
(Figure 3). This startling picture led him to un- 
dertake a remarkable bit of detective work. He 
visited the home of this girl and found that a pig 
had been butchered just before Christmas-time, 
that every member of the household had eaten of 
various products made from this pig, and that all 
persons subsequently became ill with a disease vari- 
ously diagnosed. He found the same living worms 
in the unused meat. With the aid of Virchow and 
other investigators, he then conducted experiments 
to work out the life cycle of the parasite (Figure 4). 

When pork, containing living trichinae, is eaten 
by man, or when tbe scraps of pork (in garbage) 
are eaten by the pig, the muscle and the eyst walls 
are digested in the stomach of the host, liberating 
the larvae. These larvae, which are of male or 
female sex, mature in the small intestine of the 
host, and toward the end of the first week copulate. 
The adult male later dies but the adult female, bur- 
rowed in the mucosa of the small intestine, during 
the next eight weeks or so, liberates her living 
young worms into the mucosal lymphatic vessels 
from where they reach the heart, then the general 
blood stream, and finally are filtered out of the 
blood capillaries to settle and encyst in tbe skeletal 
muscles of the host (Figures 5-11). 

Shortly after the discovery of this first fatal in- 
fection in i860, several epidemics (Tabic I) oc- 
curred in Germany, the most notable of which 



POSTGRADUATE MEDICINE 


258 



t&oi; place in iVjj in Ene to'.vn of Htdtrsltbem 
having a population of 2-ico. There 327 persons 
fell iiL and loi died from this disease, a mortality 
of CO per cent. This stirred the medical profession 
in Germanv to ttrge me anoptron oi measures lor 
conmcl of the disease. The net resnlt was that a 
system of m:crcs.cop:c inspection of ail hogs slaugh- 
tered in Germanv was instituted, for which Vir- 
chow. who was als-o a leader of the P^eichstas. -was 


AVTOySY SU?.>‘ET2 


w 

mosts I- 
an aver 
means 


ctk:*.' recent years in the United Smtes a 
ntimher of surves's of the incidence of trich- 
n aumpsies have been made, and these shov.' 
■age of z6 per cent infection (Table 2). This 
that at least z 6 oer cent of nersons in the 


United States, a: the time of death, have trichinosis. 
In car series of over xmoo antopsies, ss-e found a torn! 
incidence of trichinotts infection of 22 ner cent 


(Table 3). Notice in Table 5 that in succeeding 
decades the incidence became progressively greater, 
so that is the Sb's we found an incidence ct 33 per 
cent. It stands to reason that the cider the person. 


the more chances he has had of e.xposure to this 
infection. 

.At autops}" larvae may be sought by the usual 
microscopic method of sectioning, and by the com- 
presson (Figure 12) and digestion methods. In 
our series we found 2 per cent of infections when 
a single block of diaphragmatic muscle svas sec- 
tioned. By compression of a 1.0 gm. portion of dia- 
phragm sve detected ii per cent, but when 10 por- 
tions of i.o gm. each svere etmmined we detected 
20 per cent of infections. By the digestion method 
alone we round 16 per cent. ViT.en both methods 
were used vre were able to recover trichinae from 
over 30 per cent of bodies e.'camined. In large part, 
therefore, the inridence of infecnon as determined 
at autopsy wdi depend upon the methods used and 
the thorough.ness with which these methods are 
applied. 

The muscle talten from the patient or from the 
subject at autopsv- may be ermmined under the 
microscope for presence of the organism. In the 
digestion method, araircial gastric juice (i per cent 
pepsin and i per cent hydrochloric arid) is added 
to the ground muscle in a container. The mixture 
is stored in an incuhator-room overnight to digest 
the muscle and the cyst walls. The larvae, how- 
ever, resist digestion. VTen the miraure is then 
nltcred, the organisms (Figures 13 and 14) are re- 
covered (Table 4). 
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Figure 2. Trichina larvae in muscle, seven months 
after it\fection. X45. Unstained preparation mounted 
in glycerin. 


Figure 3. Trichina larvae in muscle, seven months 
after infection. X25. Unstained preparation mounted 
in glycerin. 


DIAGNOSTIC METHODS 

M ethods that may be used for diagnosis of the 
disease include examination of the blood for 
cosinophilia, immunologic tests (intradermal test, 
blood precipitin lest, and complement-fixation 
test); demonstration of larvae in the host, in the 
blood, in the cerebrospinal fluid, in skeletal mus- 
cles, and demonstration of larvae in the suspected 
meat (Table 5). 

The leukocyte count is generally increased in the 
disease, with cosinopKilia as the most important 
single sign (Figure 15). Many times cosinophilia 
is present in persons who have eaten lightly in- 
fected meat, even though they develop no symp- 
toms. This finding is encountered frequently in 
epidemics, in which the symptoms of various pa- 
tients may be severe, moderate, mild, or absent. 

The cosinophilia appears earliest at about the 
tenth day after eating the infected meat and in- 
creases to a peak in the third week. The severity 
of the disease is not paralleled by the severity of 
the cosinophilia. In other words, the degree of 
cosinophilia is not an index to the severity of the 
disease. In the presence of a complication the level 
of cosinophilia often falls; when the complication 


disappears, the cosinophilia often returns. A sud- 
den, rapid drop in number of eosinophils to one or 
zero is usually a grave prognostic sign, many times 
foreboding death of the patient a day or two later. 

The duration of cosinophilia is usually several 
months. After six months, ordinarily, the eosin- 
ophilia has disappeared. 

For the intradermal test, the material used is 
made from an extract of the ground larvae. The 
reaction first appears on the sixteenth day of in- 
fection (Figure 16). Blood precipitin and comple- 
ment-fixation tests become positive on or after the 
thirtieth day. 


SYMPTOMS 

The incubation period of the disease varies from 
two to twenty-eight days, and averages ten days. 

The stages of the disease are conveniently di- 
vided into the intestinal stage, the stage of muscu- 
lar invasion, and the stage of convalescence. 

The common symptoms of the disease arc: 

1. Intesunal: constipation or diarrhea, cither of 
which may be severe and protracted. 

2. Fever: important, for this is one of the few 
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2 Meat fibers and cyst 
walls are digested. 


1. Infective pork is 



i youn^ trichinae reach 
blood circulation and 



•^"4 

Oi*/' 



4 Mu5dc trichinae are 
liberated, they develop 
in small inteatine into 



'4 sexually mature 
adults which copulate. 


fS. Gravid Icmales deposit 
youn^ trichinae in 
mucosa. Trotn lyrophatics 


I 


Figure 4. Life cj'cle of Trichinella spiralis. 


parasitic diseases accompanied frequendy by fever 
(Figure 17). 

3. Ocular; early and important (Figures 18 and 
19). 

4. Muscular: giving rise to the most severe and 
distressing symptoms of the disease, pain. Of course, 
there is the posidve biopsy; here the organism is 
seen to be encysted in the muscle, which is the seat 
of an intense inflammation (Figure 20). 

5. Respiratory symptoms. 

6. Neurologic symptoms; cutaneous symptoms. 

There may be an encephalitis with associated 

petechial hemorrhages (Figure 21), and sometimes 
the padent complains of very' severe headaches, 


saying that the top of the head seems as if it were 
about to come off. 

Splinter hemorrhages under the nails (Figure 22) 
are not infrequent. Hemorrhages may occur in any 
organ. I believe that small hemorrhages are usually 
produced by plugging of the capillaries. 

7. The cardiovascular symptoms are perhaps the 
most important, in that most deaths are related to 
cardiovascular involvement. 

Myocardial involvement is constant (Figure 23). 
The organisms invade the myocardium but, for 
some unknown reason the organisms are unable to 
encyst in the heart. However, they do set up a severe 
inflammation. Myocarditis is frequently the cause 


Figure 5. .Adult male trichinae (stage found in small intestinal tract of host early in infection). X65. 

Figure 6. Adult female trichina containing numerous lars’ae within its uterus. X65. 

Figure 7. Portion of gravid adult female trichina imbedded in mucosa of duodenum of experimental white 
rat, six days after infection. X55. 

Figure 8. Pordon of adult v.'orm shown in Figure 7. X250. Note larva present within vagina of mother 
worm, from which it will soon be extruded into tissues (intestinal mucosa) of host. 

Figure 9. Afuscle trichina. X 135. From white rat, six days after experimental infection. 

Figure 10. Beginning coiling of trichina larvae in muscle of white rat, eighteen days after experimental in- 
fection. X35. 

Figure ii. Myosids in human trichinosis four weeks after infecdon. Note degeneradon of muscle, edema and 
inflammatory cell infiltration. X70. ^ 
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TABLE 1 


Eapxy Epidemics or Tkichikosis is' Gep.masv 


Year 

Town 

Versom III 

Oca lbs j 

Mortality Rale, 
Per Cent 

■ 1 


it)4 

27 



■ 9 

Hettstadt, pop. 4,000 

158 

27 


■ 9 

Hedcrsicbcn, pop. 2,100 ; 

337 

TOI 


1883 

Emcrslcbcn 

403 

()() 



TABLE 2 


Incidence or Tiiiciiisosis is tiie United States at Autopss- 


ZZl 1 



j Number o[ 
Examinations 

1 Positive 

Year Author j 

j Iy?caiity j 

I Method 

Number 

Per Cent 


1931 Queen 

Rochester, N. Y, 

Digestion 

344 

59 

17.1 


Boston, Mass. 

Digestion 

58 


27.8 

1934 Riley and Scheillcy 

Minneapolis, Minn, 

Compression 

117 

20 

17,1 

1936 Hinman 

Ncv.’ Orleans, La. 

Digestion 

200 

7 

3-5 

1936 McNaught and Anderson 

San Francisco, Calif. 

Digestion 

200 

48 

24.0 

1937 Magath 

Rochester, Minn. 

Oimpression 

220 

17 

7-7 

1937 Pore 

St. Louis, Mo. 

Compression and microscopic 

^,o6o 

t <53 

15,4 



section 




J937 Queen (reported by 

Denver, Colo, 

Digestion 

431 

70 

Td.2 

Scheifley, 1938) 






1938 Scheillcy 

Minneapolis and St. Paul, Minn. 

Compression 

ri8 

15 

12.7 

1938 Evans 

CIcscland, Ohio 

Digestion and compression 

100 


36.0 

1938 Walker and Brcckcn- 

Birmingham and Tuscaloosa, 

Digestion and compression 

100 

33 

33-0 

ridge 

Ala. 





1939 Butt and Lapeyre 

Los Angeles, Calif. 

Digestion 

170 

3 t 

tS.2 

1939 Harrell and Johnston 

Durham, N. C. 

Digest I'jn 

44 

0 

0.0 



Compression 

8 

o' 

0.0 



Digestion and compression 

55 

3 

5-4 

1939 Hrx)d and Olson 

Chicago, III. 

Digestion 

208 

12 

5.8 



Digestion and compression 

220 

25 

11,4 

1939 Saivitz 

Nesv Orleans, La. 

Digestion and compression 

400 

24 

6.0 

1940 Catron 

Ann Arbor, Mich, 

Dige-tion and 270 compression 

300 

44 

J4.7 

1940 Costing 

Das'ton, Ohio 

Digestion and (1/3) compres- 

134 

27 

20,1 

1941 Mclcncy 

Nashs ilic, Tcnn. 

Digestion and compression 

209 

21 

JO.O 

1942 V.'right 

Various cities in 37 states 

Digestion and compression 

5.3 C2 

853 

15.9 

1942 Gould 

Eloisc, Mich. 

Digestion 

90 

1 1 

12.2 



Digestion anti compression 

1 ,141 

26O 

23-3 

Totals 1931 to 1942 



11,287 

1,801 

16.0 


of death. For that rea.son the patient in any moder- 
ately severe or severe infection should be put to 
bed to safeguard tbe heart until all danger of myo- 
cardial failure is past. This period should extend to 
two or three weeks after disappearance of general 
myositic pain. 

The electrocardiograms in Figure 24 arc from a 
supen'ising nurse who was at home quite ill with 
the disease for four weeks before she came to our 
attention. She insisted she was not sick enough to 
go to bed, but we put her to bed at once, despite 
her protest. We not only put her to bed but put 
her at absolute rest. At this time she had but few 


mild re.sidual muscular and cutaneous symptoms. 
Ten days after she was confined to bed she de- 
veloped precordial distress with a smothering sen- 
sation and palpitation, and the electrocardiogram 
showed evidence of myocarditis. Ten days later 
these symptoms had disappeared, and two weeks 
thereafter she was permitted out of bed. She then 
made a rapid convalescence. 

The literature contains many reports of patients 
with moderately severe infections who have left 
their bed after beginning of subsidence of the acute 
muscular symptoms only to develop fatal acute 
myocardial failure a week or two later. 
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TABLE 3 

IsciDENct or Tnicirisosjs Accordinx to Age at Autopsy 
(1,231 autopsies) 


Age 

(In Years) 

Persons 

Examined 

Persons With 
Trichinosis 

Per Cent With 
Trichinosis 

All ages 

.,=31 

278 

22.6 

Under id 

2 

0 

0 

10-19 

6 

0 

0 

20-29 

28 

1 

3-6 

30-39 

84 

10 

72.0 

^0-49 

t88 

32 

17.0 

50-59 

293 

72 

=4.6 

60-69 

335 

7S 

23-5 

70-79 

219 

6t 

27.9 

80-89 

70 

23 

32-9 

90-99 

4 

t 

25.0 

Unknown 

2 

0 

n 


TREATMENT 

The only treatment is symptomatic with bed 
re5t until the danjjer of heart failure or of com- 
plications has passed. There is no specific remedy 
for trichinosis. What then may we do to control 
this disease? 


EXTENT OF INFECTION IN U.S. 

First, I should like to say another word about 
the extent of the infection in the population of the 
United States. In order to understand that, we 
must realize that the disease, transmitted to man 
from the hog, is quite prevalent among hogs in the 
United States. 

The incidence in hogs depends upon the type of 
feeding given them. Among hogs that are fed 
slaughter-house offai, 15 per cent of animals will 
develop trichinosis. Among hogs fed uncooked 
garbage, 6 per cent \viH shotv this infection. But 
if hogs arc fed grain or cooked garbage, less than 
I per cent will develop trichinosis, I believe that 
most of these infections arc caused by occasional 
f>ork scraps that get into their food. I believe the 
factor of spread of the infection from rats to pigs 
is of little or no significance. 

Compared to many other countries, we see that 
the incidence of trichinosis among hogs in the 
United States is remarkably high (Table 6). Ap- 
proximaicly 1.5 per cent of 8,000,000 hogs examined 
in this country between 189S and 7906 were found 
to have this disease. It is remarkable that in 1948, 
the average incidence of trichinosis among hogs in 
this country is still 1.5 per cent! Why? you may 



Figure 12. Compressor for microscopic examination 
of muscle. This consists of two pieces of plate glass 
which arc held in a metal frame. The muscle is placed 
between the glass plates and compression is applied by 
means of thumb scretvs. X 


ask. Because, during all these years, practically 
nothing has been done id control this disease. 


T he following little problem in arithmetic indi- 
cates the possible danger from eating pork in 
the United States: In 1944, nearly 100,000,000 hogs 
were slaughtered. These animals produced nearly 
13,000,000,000 pounds of pork, and it is estimated 
that this furnished approximately 30,000,000,000 
servings of pork. For a population of 150,000,000 
people this would mean approximately 200 serv- 
ings per person per year. Since 1.5 per cent of all 
hogs in the United States are trichinous, 1.5 per 
cent of 200 servings would mean three servings of 
trichinous pork, on the average, per person per 
year. Since the average length of life in the United 
States is 66 years, 66 times 3 means that 200 serv- 
ings of trichinous pork will be offered, on the 
average, to each person in the United States dur- 
ing his lifetime. Fortunately, most of these servings 
will contain dead trichinae because the meat has 
been properly prepared. But remember this: Oniy 
one meal with living trichinae is required to pro- 
diice the infection, and one seldom {nows which 
meal that may he. 
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Figure i6. Immediate in- 
tradermal reaction (left), 
showing appearance of 
wheal within fifteen min- 
utes after intradermal in- 
jection of o.i cc. of a i:io,- 
000 dilution of trichina an- 
tigen. Control test (nega- 
tive) on right. 



Figure 17. Fever chart in 
severe clinical trichinosis. 
(After Glazier.) 


The minimum recommended temperature for 
killing trichinae is 137° F. This is the temperature 
which the Government requires in federally in- 
spected plants for processing of pork products. 

T he situation in the United States at the present 
dme concerning treatment of pork for the con- 


trol of trichinosis is very much like the status of 
pasteurization of milk thirty or forty years ago. 
We might ask now, “Shall milk be pasteurized.?” 
Well, w^e take it for granted that we must have 
pasteurized milk in our cities. But we have no 
similar protection from the danger of trichinosis in 
the eadng of pork. 

We might similarly ask, “Shall pork be process- 
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Figure 18. Characteristic edema of upper eyelids and 
ice in acute trichinosis. (Courtesy of Dr. j. B. Mc- 
faught.) 


Figure 20. Encysting trichina larva in human SKpletal 
muscle, four weeks after infection. X 300. 


ed.?” Of course it should be processed. But virtual- 
ly nothing is being done about processing pork at 
the present time. Pork should carry a label indi- 
cating it is free from the danger of trichinosis in 
the same way that pasteurized milk carries a label, 
in order that the consumer may know that it is a 
safe food. 




Figure 10. Conjunctiva! hemorrhage in acute irich- 


KtCO.NtMENDED REGULATION'S 

It is recommended that the Government (or 
slate or local authority) require that all pork in- 
tended for sale shall be so processed as to render 
\ it free from viable trichinae. It is recommended 
■j that all pork products shall then bear the label, 
J “This product conforms to United States (or state 
I or local) regulations for pork.” 
i It must be obvious that this disease, being so 
widespread, constitutes a major health problem in 
the United Stales and that, except for those in- 
stances in which pork products arc produced un- 
der federal inspection, nothing is now being done 
about it. Even though the consumer is aware of 
the danger of trichinosis, often he cannot tell if 
the pork or pork product which he cats has been 
properly prepared. Is it not shocking then to real- 
ize that the American consumer usually has no 
guarantee that the pork that he eats docs not con- 
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Figure 21. Trichinous encephalitis. Death seventeen days after onset of symp- 
toms. (Courtesy of Dr. K. L. Scharenberg.) 



Figure 22. “Splinter” hemorrhages beneath nails of patient with trichinosis. 
(Courtesy of Dr. ). B. McNaught.) 
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Figure 33. Trichinous myocarditis from humanr in- 
fection. X 185. 

Aclifioii'Udgment. Figures i, 3, 4 < 7 . 8, 10, 11, 13, 17, 18, ami 
21*24 ar* reproduced from S. E. Gould's “Trichinosis.” Courtesy 
of Charles C Thomas, publisher, Springfield. III. 


f ^ T 


T 



f. T 


OCTOBER 3, 1942' 





tain living trichinae.^ Is it not shocking that the 
average American, in eating pork, often unknow- 
ingly does so at the risk of becoming seriously ill or 
of dying from trichinosis? And is it not high time 
that something ti>as being done about it? 

I believe that all pork, unless otherwise proc- 


t OCTOBER J3. I942_ . . tlWst mwiil 

Figure 24. Upper electrocardiogram taken twenty- 
six days after infection showing flat T waves in lead 
II. Lower tracing taken ten days later, shows return of 
these T waves to upright position. 


TABLE 6 


Trichinosis Among Hoc;. 


Place 

Year 

Hogs Examined 

Percentage of Hogs 
Trichinous 

Number of Trichinous 
Hogs Per Million 

New Zealand 

*937 

20,000 

0 

0 

Copenhagen 

1910-1935 

6,000,000 

0.0007s 

7 

Prussia 

1932 

14,000,000 

0.001 

9 

Prussia 

>933 

14,000,000 

0.0008 

8 

Heidelberg 

> 934'>939 

100,000 

o.oor 

10 

Poland 

>935 

3,600,000 

0.05 

500 

Canada 

1940 

3,995 

0.57 

5,700 

United States 

1898-1906 

8,000,000 

1.41 

14,100 


cssed, should be subjected to low temperature treat- 
ment as a practical means of rendering all trichinae 
that may be present within it nonviable. In this 
way, pork m.ay be made a food that rV fit for 


human consumption. 

REFERENCE 

1. Gouu), S. E.: Trichinosis. Springfield, 111 ., Ch.-irlcs C 
Thom.is, 1945, 356 pp. 
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Figure 21. Trichinous encephalitis. Death seventeen days after onset of symp- 
toms. (Courtesy of Dr. K. L. Scharenberg.) 



Figure 22. “Splinter” hemorrhages beneath nails of patient with trichinosis. 
(Courtesy of Dr. J. B. McNaught.) 
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When the hearing for airborne sound in an oto- 
sclerotic ear has audiometrically receded to the 40 
decibel level or lower in the 512-1024 and 204S pure 
tone frequencies, which frequencies are the most 
important for the intelligibility of the spoken voice, 
air conduction hearing ceases to be useful for social 
and economic contacts. Under such circumstances 
the performance of the fenestra nov-ovalis opera- 
tion may be considered. 

However, the conclusion that the performance 
of the fenestra nov-ovalis operation can result in 
the restoration of practical serviceable and unaided 
hearing in an ear deafened as a result of otosclero- 
sis may be reached only in the presence of obtain- 
able evidence suggesting that there still exists in 
that ear a sufficient amount of cochlear nerve func- 
tion not being utilized by the functionally im- 
peded air conduction mechanism, which can per- 
mit such an improvement in hearing for airborne 
sound following creation of a new oval window. 

The cochlear nerve function reservoir in an car 
deafened as a result of stapedial ankylosis due to 
otosclerosis may be considered adequate enough for 
the restoration of practical serviceable and unaided 
hearing with the fenestration operation when (i) 
the preoperative bone conduction hearing for the 
512-1024 and 2048 pure tone frequencies, when test- 
ed audiometrically with care and understanding, 
is found to be not lower than the 30 decibel level, 
and the decibel level of the bone conduction hear- 
ing is at least 25 to 30 decibels higher than the 
decibel level of the air conduction hearing; and 
(2) the intelligibility for the normally spoken 
voice and whisper is improved to the practical 
level with the aid of either the old-fashioned speak- 
ing tube or the car trumpet. 


T he correct determination prcoperatively of the 
cochlear nerve function reservoir remaining 
untapped by the functionally impaired air conduc- 
tion mechanism is not difficult if the otologist pos- 
sesses a good old-fashioned clinical sense plus an 
appreciation of the psychology of the deafened. By 
supplementing the audiometric testing with iniel- 
ligcnt use of the old-fashioned 512-1024 and 2048 
frequency steel tuning forks for testing bone con- 
duction hearing for pure tones, plus the use of the 
outmoded speaking tube for testing the intelligi- 
bility for the spoken voice, the otologist can ob- 
tain much more valuable information as to the 
possibility of restoring practical hearing with the 



JULIUS LEMPERT 


fenestration operation in a given ear than by ac- 
cepting the reports of conclusions reached by physi- 
cists and acoustic engineers with the use of ex- 
tremely complicated apparatus in their psycho- 
acoustic laboratories. 

No otologist should perform a fenestration oper- 
ation without first personally testing the patient to 
determine his chances for the restoration of prac- 
tical hearing. He must never operate solely on the 
findings of another otologist. 

Unless the otologist is conscious of the existing 
burning desire within a deafened person to have 
his hearing function restored and the psychology 
behind hii readiness to submit to any form of treat- 
ment, no matter how great the risk or remote the 
prospect 01 relief may be as a result of such treat- 
ment, he can readily be misled to diagnose a non- 
suitable case as a suitable one for the fenestration 
operation. The fenestration operation is as a rule 
the patients last hope of regaining their hearing, 
since they always try every-thing less radical first. 

Many such patients come ready to induce the 
otologist to operate. They know that good bone 
conduction hearing is a prerequisite to sucli sur- 
gery. They often come psychologically prepared to 
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Figure la. Despite a preoperative total loss of air-conduction hearing, the presence of an unusu- 
ally adequate cochlear nerve function reservoir permitted the restoration of hearing with the Lem- 
pert fenestra nov-ovalis operation to the audiometric level of normalcy. The hearing has been con- 
tinuously maintained at this high level for the past six years. 


convince the surgeon, w’ho is testing their hearing 
with the old rehable steel tuning forks, that their 
bone conduction hearing is much better than their 
hearing for air conduction. Unless the otologist is 
on the alert and understands this psv'cholog)' and 
tries to compare their voluntary’ with their invol- 
untary response to sound, he will often be misled 
to operate with no chance of improving the hear- 
ing since the cochlear nerve function reservoir was 
erroneously estimated as being adequate enough 
to permit the restoration of hearing. 

Experience has shown that an improvement in 
hearing for air-conducted sound following fenestra- 
tion must reach at least the 30 decibel level in the 
512-1024 and 2038 frequencies to be considered as 


serv’iceable enough for social and economic pur- 
poses and obviating the necessity of vvearing a 
hearing aid. 

Hearing can be restored to the practical level or 
higher, even as high as the normal level by the 
fenestration operation, providing the reservoir of 
unused cochlear nerve function still present at the 
time of operation is sufhcient to permit such res- 
toration of hearing. In the presence of an adequate 
cochlear nerve function reservoir the degree of the 
preoperative hearing loss for airborne sound, no 
matter how great, will nevertheless not interfere 
with restoration of practical hearing. (Figure ic.) 

Having correctly diagnosed the possibility of ob- 
taining practical hearing and having obtained it 
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Figure \b. Practical hearing restored and continuously maintained since the performance of the 
Lemperi fenestration operation eleven years ago. 


following the fenestration operation, the perma- 
nent maintenance of such a result has been found 
to depend mainly upon our ability to prevent clos- 
ure of the newly created fenestra by osteogenesis. 
(Figure ih.) 

Postoperative clinical observation of 4,000 fenes- 
tration operations which 1 have performed and the 
careful study of the newly created fenestra region 
in 450 revisions, plus the histologic observations 
made in the experimentally controlled post-fenes- 
traicd Rhesus monkeys, have shown that when 
osteogenesis takes place following fenestration it 
docs so either in the region of the fenestra rim or 
in the perilymph space and also in both the fen- 
estra rim and the perilymph space. Further in- 
vestigation of this problem has revealed that osteo- 
genciic closure of the new fenestra is influenced 


niainly by (1) the site chosen for the creation of 
the fenestra; (2) the inherent natural tendency for 
ostcogcncdc repair of the freshly injured histologic 
bony layers of the fenestra rim; and (3) bone dust 
and bone slivers left behind in the region of the 
fenestra gap and within the perilymphatic space. 

SITE FOR CREATION OF THE FENESTRA 

I N 1938 I described the first practical one-stage 
technic for fenestrating the labyrinth in clinical 
otosclerosis and fenestrated in accordance with 
tradition the external semicircular canal posterior 
to its ampullated end. Osteogenctic closure of the 
newly created fenestra made in this region ulti- 
mately resulted in about 60 per cent of the success- 
fully operated upon cases (Arch. Otohryn. 28:42- 
97 193^)- (Figure 2a.) 
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Figure za. (Left) Lempert fenestration ( 1938). Fenestra was made in the external semicircular canal 
posterior to its ampullated end. 


t-f.i 


Figure 2b. (Right) Lempert fenestra novovalis (1941). Fenestra is made over the surgical dome of the 
vestibule. 


■/ 

1*' 


During revisions of these postoperatively closed 
fenestras 1 repeatedly observed that the tendency 
for osteogenic closure was lowest near the am- 
pullated end of the external semicircular canal. 
Based upon this observation and the reasoning to 
which it led I decided to move the fenestra site 
forward. I developed and described the fenestra 
nov-ovalis technic, whereby the fenestra is created 
within the surgical dome of the vestibule (, 4 rc/j, 
Ololaryn. 34:880-912 [Nov.] 1941). This technic 
has since been universally adopted by otologists 
interested in fenestration surgery. 

The fenestra nov-ovalis technic reduced the num- 
ber of osteogenetic closures of the fenestra in the 
successfully operated upon cases to 25 per cent. (See 
Figure zb.) 

OSTEOGENETIC REPAIR OF FRESHLY INJURED 
HISTOLOGIC BONY LAY'ERS OF FENESTRA RIM 

Controlled animal experimentation has shown 
that burnishing the freshly cut histologic layers of 
the bony rim of the newly created fenestra with 


smooth metal burnishing burrs delays osteogenetic 
closure of the fenestra, but does not prevent it 
(Arch. Otolaryn. 36:473-490 [Oct.] 1942). 

Further investigation of the effect of burnishing 
the fenestra rim with various metals in the experi- 
mentally controlled Rhesus monkey has revealed 
that burnishing with pure lead prevents osteo- 
genetic closure of the fenestra (Arch. Otolaryn. 
46:512-527 [Oct.] 1947). (Figure 3 and 4.) 

Though animal experimentation and application 
in the human have shown that physical impedance 
through the use of inert metal obturators and 
cartilage stopples can prevent osteogenetic closure 
of the fenestra, lead burnishing of the fenestra rim 
has been found to be the simplest and most appli- 
cable means of accomplishing it. 

The lead burnished fenestra hov-ovalis technic 
has been exclusively employed in the human dur- 
ing the last twenty-two months. Only 5 per cent 
of the successfully operated upon cases which are 
now more than one and one-half years postopera- 
tive have shown signs and symptoms suggestive of 
osteogenetic closure of the fenestra. 


Figure 3<?. Ex. 2. Monkey No. 31. Right experi- Figure 3^. Ex. 2. Monkey No. 31. Left control car. 
mental ear. Fenestra burnished with pure lead. No bone Fenestra not burnished with lead. Bone regeneration is 
regeneration seven months postoperatively. complete seven rnonihs postoperatively. 



Figure (Left) Lempert fenestra nov-ovalis (1941). Fenestra rim was burnished with 22-carat gold 
hurr, which <lc(ayed bone regeneration. 

Figure (Right) Lead-burnished Lempert fenestra novK)vali5 (1947). Fenestra rim is burnished with 
pure lead which prevents bone regeneration. 
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Figure 5. Ex. 3, Monkey 
No. 42. Left. (Six months 
and one week postopera- 
tive.) Perilymphatic endo- 
steal osteogenesis initiated by 
bone particles unavoidably 
lost during the process of 
fenestration within the peri- 
lymphatic space. The fenes- 
tra proper remained patent. 



/?]' r f "I 



Figure 6 a. (Left) I..empcrt fenestra nov-ovalis (1941), Fenestra was made by fracturing and pulverizing 
the final endosteal bony layer of the surgical dome of the vestibule. Bone dust and bone chips were by-prod- 
ucts of this technic. 

Figure 6 b. (Right) Bone-dust-free Lempert fenestra nov-ovalis (1948). Fenestra is created without frac- 
turing or pulverizing the endosteal bony layer. Instead an endosteal bone cupola is created, its base is incised 
and the cupola is lifted and removed intact. 
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BONE DUST AND BONE SLIVERS LEFT BEHIND 
IN FENESTRA REGION 

I N the surgical treatment for clinical otosclerosis, 
bone sand and bone splinters have always been 
by-products of fenestrating the bony labyrinthine 
capsule with the electrically driven burr. When 
the final endosteal bony layer is fractured inward 
and pulverized, bone dust and bone splinters are 
pushed in the direction of the perilymph space 
with most of them coming to rest upon the shred- 
ded endosteal membrane and the endolymphatic 
labyrinth. It has been a well recognized fact that 
when these bone particles are not meticulously re- 
moved from the fenestra region they may stimu- 
late and enhance the naturally existing tendency 
for osteogenesis in the freshly cut bony walls of 
the fenestra rim. 

It is for this reason that various means of meticu- 
lously removing the fractured and pulverized en- 
dosteal layer of the bony capsule, which is seen 
resting upon the shredded endosteal membrane 
and the endolymphatic labyrinth, are being prac- 
ticed by otologists doing fenestration surgery. 

However, every careful otologist practicing fen- 
estration surgery could not help but observe that in 
fracturing and pulverizing the endosteal bony lay- 
er of the fenestra region, bone dust and bone 
splinters unavoidably fall into the perilymph space 
and frequently disappear beyond visualization and 
retrieval. 


Lindsay, after having made similar observations 
following experimental fenestration surgery in the 
Rhesus monkey, stated as follows: {Arch. Otolaryn. 
[Nov.] 1947.) 

The histologic examination has demon- 
strated that although at operation the tech- 
nic appeared to be carried out faultlessly the 
complete removal of bone dust and frag- 
ments was rarely accomplished. 

Observations in the human during revisions and 
histologic studies of the postfenestrated Rhesus 
monkey have shown that bone particles, which 
unavoidably enter the perilymph space during 
labyrinthine fenestration, when not removed will 
stimulate perilymphatic endosteal osteogenesis. (See 
Figure 5.) 

Based upon the above observations I developed 
the bone-dust-free fenestra nov-ovalis technic, 
which permits the creation 'of the fenestra without 
the formation of bone dust or. bone chips. The 
heretofore existing problem of how to best accom- 
plish the removal of bone dust has thus been dis- 
posed. {Arch. Otolaryn. 47:280-288 [March] 1948). 
(Figure 6.) 

It is logical to assume that the bone-dust-free 
atraumatic creation of the fenestra will prove to 
be another great advance towards the final success- 
ful solution of the surgical treatment of clinical 
otosclerosis by still further reducing the percentage 
of failures. 


ALUDRINE IN RELIEF OF ASTHMA 

I NHALING a mist of aludrine, a synthetic drug modified from adrenalin, relieves both mild and severe 
asthma, Dr. Leslie N. Gay and Dr. James W, Long of johns Hopkins University School of Medi- 
cine report, following treatment of 48 patients with the solution. Hand atomizers were used. Patients 
were instructed to administer five inhdations at the onset of wheezing and to repeat in five minutes 
if necessary. Patients were able to determine for themselves the number of inhalations needed. 

Every patient with mild asthma obtained complete relief after one course of three to six in- 
halations. Among 19 patients having a moderate degree of asthma, 16 gained moderate to marked 
relief after two to three courses of four to six inhalations. Of the 21 who had severe attacks, 16 re- 
ceived moderate to marked relief from one to three courses of six to eight inhalations. Most of these 
were cases heretofore requiring emergency treatment in an outpadent department. Only two extreme 
cases failed to get some benefit. Five patients who no longer responded to adrenalin responded quick- 
ly to aludrine mist. 

1948 DEATH RATE OF INSURED SETS LOW RECORD 

T hc death rate among American life insurance policyholders for 1948 will probably set an all-time 
low record, thc Institute of Life Insurance reports. The exact gain will not be known undl all 
data is computed, but preliminary estimates show many thousands fewer policyholder deaths last 
year than would liavc occurred on thc basis of death rates five years ago. Leading cause of death in 
thc policyholder group, one-third of the total or approximately a half million, was cardiovascular 
and renal diseases. Nearly 1,350,000 policies arc expected to become death claims for thc year, a new 
record high total because of the increase in policies at risk. 




Dynamic Therapeutics in Chronic Disease 

HOWARD A. RUSK* 

NEW YORK UNIVERSITY COLLEGE OF MEDICINE. NEW YORK 


O N one floor of a better-than-average apart- 
ment building in New York’s upper West 
Side, live four families whose incomes are 
typical for that section of the city. One, a young 
married couple with a small child, has no partic- 
ular medical problems; but in each of the other 
three, at least one member of the family suffers 
from chronic disease. 

In one family, it is a 13-year-old child with 
rheumatic heart disease. In another, the 48-year- 
old mother suffers from diabetes. In the third, the 
^^grandfather is hospitalized with paralysis, the re- 
sult of a stroke of apoplexy. An unusual group.'* 
''' No, just an average cross-section, for there are some 
23,000,000 persons in this country who have been 
disabled by accidents or are suffering from disease, 
and a minimum of several million who are so dis- 
abled they can be considered chronic invalids. 

Today, as medical science moves forward in the 
prevention and cure of infectious disease, chronic 
illness has become the nation’s primary' medical 
problem. In 1900, seven chronic diseases (cancer, 
diabetes, intracranial lesions of vascular origin, dis- 
eases of the heart, diseases of the arteries, cirrhosis 
of the liver, and acute and chronic nephritis) were 
responsible for 25.7 per cent of all deaths in New 
York State. Between 1900 and 1940, a period in 
which the population of New York State increased 
by 85 per cent and the total number of deaths in- 
creased by only 13 per cent, the number of deaths 
from this group of chronic diseases increased by 
200 per cent, and now includes over two-thirds of 
all deaths in the state. 

‘Professor and Chairman. Department of Rehabilitation and 
Phj'sical Medicine, New York University College of Medicine. 

Presented November 9, 194S, before the meeting of the Inter- 
state Postgraduate Medical .Association of North .America, Cleve- 
land, Ohio. 


One of the principal causes of the increasing 
prevalence of chronic disease has been the great 
advances in medical and surgical care which have 
prevented death and produced an aging population. 
Two thousand years ago, the average length of life 
was 25 years; at the turn of the century, it was 49; 
today, it is 66. In 1900, one person in twenty-five 
was 65 years of age or older; it is estimated that in 
1980, the ratio will be one in ten. The chances are 
now two out of three that a young man now start- 
ing his working life at the age of 18 will live to his 
retirement age of 65. A 45-year-old man today has 
seventy in one hundred chances of reaching the 
age of 65, and the chances for a 55-year-old man 
are seventy-eight in one hundred. White men now 
at the age of 65 can expect to live an additional 
twelve and one-half years on the average, and 
white women an average of fourteen and one- 
quarter years. 

As people become older, their medical needs 
change, and they demand more medical service. In 
1940, the 26.5 per cent of the nation’s population 
over 45 required over half the nation’s medical 
sers'ices. By 1980, it is expected that the number 
of persons over 45 will constitute nearly half of. the 
population. 

The incidence of chronic disease is definitely re- 
lated to economic status. It develops most frequent- 
ly among families of low income, and when it 
strikes, results in further reduced income and de- 
pletion of financial reserves. In the National Health 
Survey of 1936, chronic illness was found to exist 
nearly tu'ice as much among persons on relief as 
those earning $3,000 a year and over. A more re- 
cent study in Illinois showed that 23 per cent of 
all public assistance recipients were chronic inva- 
lids. In Connecticut, the percentage was 20, and in 
New Jersey, 38 per cent of those receiving old age 
assistance are chronically ill. 
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Although chronic disease is more prevalent in 
older persons, authorities state that i6 per cent of 
all persons with known chronic disease are under 
25 years of age. A study at Yale found the percenta- 
age to be 33. 

As Dr. Ernest P. Boas, an authority on chronic 
disease, pointed out in the New York Academy of 
Medicine’s report on “Medicine and the Changing 
Order," there are but two chronic diseases, pul- 
monary tuberculosis and mental illness, in which 
their medical care has become an accepted com- 
munity responsibility. For other chronic invalids 
there is no well-planned and integrated service. 

They find refuge in general hospitals, convalescent 
homes, homes for the aged, and the hack bedrooms 
of relatives. 

Much of the acute financial plight of both mu- 
nicipal and voluntary hospitals is caused by the in- 
creasing numbers of the chronically ill who enter 
the hospitals and stay for long periods. Dr. Edward 
M. Bernecker, Commissioner of Hospitals in New 
York City, has reported that 22.5 per cent of the 
general care beds in municipal hospitals in New 
York City are occupied by patients with long-term 
illnesses. The percentage in voluntary hospitals is 
said to be around 20. In a recent survey in Syracuse, 

New York, it was found that 84 per cent of 902 
successive patients in medical wards were chron- 
ically ill. 

It is agreed that a great many of the chronically 
ill must have general hospital care initially. Many, 
however, remain in the hospital purely because of 
the lack of any place to which they can go if they 
arc discharged. Convalescent or nursing homes are 
totally inadequate to meet the need, and patients 
discharged to their homes, where there are no fa- 
cilities for their care, frequently must be readmit- 
ted to the hospital. 



O NE of the great needs is provision for total treat- 
ment of the chronically ill patient in terms of 
his whole problem. Many such patients cannot be 
rehabilitated to the extent of employability, but a 
great percentage can be rehabilitated to the point 
of sufficient self-care so that they arc able to live at 
liomc, requiring a minimum of aid from other 
members of the family. 

Both the Veterans Administration and some ci- 
vilian hospital reliahilit.ation programs have dem- 
onstrated that rehabilitation to the point of self- 
care, and even to full or limited employment, is 
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sis. paralysis, and Buerger’s, Parkinson’s, and heart 
diseases have been discharged from the hospital and 
are now at home taldng care of themselves. All but 
13 of the original 126 patients have recovered all or 
part of their"^ abilits' for self-care. At the beginning 
of this program, 83 of these veterans were “com- 
oletelv hopeless,” but 49 of that group have been 
rehabilitated to the point of complete independ- 
ence. and the remainder are capable of self-care. 
Hov.'ever, in most of our civilian hospitals, the pa- 
tient receives no such services. Hospitals complain 
that the chronically ill are responsible for their 
crov.'ding; but they do litde to provide many with 
the training serv ices that will permit them to leave 
the hospital. 

That many general hospitals recognize their lim- 
itations is shov.-n by a study made in Netv York 
State last year on the medical, social, and institu- 
tional aspects of chronic illness. Although almost 
70 per cent of the 139 hospitals surveyed accepted 
chronic patients, relatively few had specialized de- 
partments for their care. The great majorin' frank- 
ly admitted tr\ing to avoid their admission. 

The problem of providing an integrated service 
,^for the chronically ill is a complex one. It affects 
‘'•emendous numbers of persons, numerous diseases, 
y. . of disabilities, vars'ing n'pes of medical 

*hd semi-medical institutions, and, particularly, all 
'^communin' sen'ice agencies. There is one facet of 
the problem that stands out glaringly at the pres- 
ent time. That is the need in our general hospitals 
for dynamic training programs to enable many of 
the so-called chronic invalids to live independently 
within their ov.-n homes. 


THUID PHASE Or MEDICINE 

The modern amcept of the third phase of medi- 
cine had its origin in Y'orid War II. The military' 
services, during the war, found that through pro- 
gressive rehabilitation starting at the bedside at the 
earliest possible moment, hospitalization time could 
be shortened and readmissions reduced, .\mong 
t'he most significant in a number of clinical studies 
of this program was that of \*an Ravenssvaay and 
his co-v.'orkers v.'ho studied 645 cases of virus pneu- 
monia treated in the same acute v/ards and then 
transferred to alternate convalescent v/ards. In Ward 
I, “'Nature took its course," and men sat around 
until they and the medical officer felt they were 
ready tor durv. 

In Y, arc II, the patients were kept in bed until 


their sedimentation rate reached 10 mm. in one- 
half hour, and then they were put into a recondi- 
tioning program beginning wdth exercise for one- 
half hour the first day and increasing progressively 
until the twelfth day, when the patients were par- 
ticipating in a full five-hour day of physical train- 
ing, mass games, competitive sports, and active 
recreation culminating in a ten-mile hike. 

Group I averaged forty-five days hospitalization, 
with a 30 per cent recurrence rate; Group II aver- 
aged only thirt)'-one days hospitalization, with but 
a 3 per cent recurrence rate. 

The modern concept of this third phase of medi- 
cine, which takes the patient from the bed to the 
job; springs both directly and indirectly from the 
war. The rehabilitation programs of the military 
services and the Veterans Administration demon- 
strated that planned, integrated programs of con- 
valescent care stressing activity as an adjunct to 
definitive treatment could reduce the period of hos- 
pitalization, offset the deconditioning phenomena 
of bed rest, and prevent the harmful pss'chological 
sequelae which often result from extended hos- 
pitalization. The technics of physical rehabilitation 
and retraining for the severely handicapped devel- 
oped by the military sers'ices, also have profound 
implications for the even larger number of our 
civilian population who are disabled. 


E.MPLOVMENT OF HAN'DICAPPED PEESOXS 

I N'DiRECTLV, the War also created interest in the 
third phase of medical care, for because of war- 
time manpov.-er shortage, many disabled civilians 
for the first time had an opportunity to take their 
place on production lines and demonstrate that, 
with proper selective placement, they were effi- 
cient, reliable, safe employees. Prior to the war, 
many employers refused to hire handicapped work- 
ers on the grounds that they were more accident 
prone than the able-bodied. The industrial accident 
rate of 87 of the great industrial plants in America, 
each having from 50 to 12,000 handicapped em- 
ployees, has proved that concept fallacious. Studies 
of their experience shov.- that 56 per cent found the 
accident rate of the handicapped lower than that 
of the able-bodied; 42 per cent found the rate the 
same as for the able-bodied; and only 2 per cent 
found it to be higher. 

The Bureau of Labor Statistics of the Depart- 
ment of Labor has recently completed an exhaus- 
tive study of the work performance of 11,000 im- 
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paired and 18,000 matched unimpaired workers 
subjected to the same job incentives and exposed 
to the same job hazards. The data taken from in- 
dustry’s own records shows conclusively that the 
physically impaired person is not necessarily a 
handicapped worker if given reasonable job place- 
ment consideration. The two groups -had identical 
frequency rates of non-disabling injuries, and the 
average rates of absenteeism showed no significant 
difference. The impaired workers, however, pro- 
duced at a slightly better rate, and had relatively 
fewer disabling work injuries than did unimpaired 
workers on the same jobs. No matter how different 
these physically impaired workers may have been 
in other respects, on the job they were just another 
group of workers able to meet their unimpaired 
fellow workers on an equal competitive footing. 

It is well recognized that the compensatory laws 
of nature make adjustments in the abilities of the 
handicapped worker. We know that the loss of one 
sense leads to the sharpening of the other senses; 
that men with no legs develop more capable hands; 
that men without vision develop their sense of 
touch to the highest degree. Such compensatory 
abilities are not automatic; they come only through 
experience and training. To be of maximum vo- 
cational value, their development must be under 
skilled guidance. 


REHABILITATION RESEARCH 

Although the underlying philosophy of the third 
phase of medical care is based on logic and com- 
mon-sense, basic and clinical research in medical 
rehabilitation has been minimal until the past few 
years. Studies done in the military services, the in- 
quiries of Keys, Barr, and others into the decon- 
ditioning phenomena of bed rest, the numerous 
reports of Powers, Whipple, Dock, Menninger, 
Ghormley, and others on bed rest as it affects their 
particular specialties are indicative of an increasing 
mass of scientific data on which such concepts are 
based. This evidence has been reinforced by the 
studies of successful experience with the impaired 
worker in industry, the economic values of reha- 
bilitation as shonm by the Office of Vocational Re- 
habilitation, and the success of the Veterans Ad- 
ministration Medical Rehabilitation Program. 

There was, at the war’s end, some skepticism of 
the value of medical rehabilitation in the Veterans 
Administration hospitals for veterans of World 
W^ir I .iiu! tiiosc of the Regular Army who suffered 


281 

from chronic illness and long-standing disabilities. 
Some physicians feared that young veterans of 
World War II would soon lose ambition, initiative, 
and a desire for personal independence through 
association with older veterans who had developed 
“hospitalitis” as a result of boredom, frustration 
and hopelessness. In the veterans hospitals, where 
comprehensive, dynamic rehabilitation programs 
are now in operation, the results have been not only 
revealing but encouraging. 


DISABILITY A.MOVG CIVILIANS 

Although the focus of attention has been cen- 
tered on the disabled veteran, the extent of disabil- 
ity among our civilian population is far greater. 
There were 19,000 amputations among military 
personnel during World War II, but over 120,000 
major amputations during this same period among 
our civilian population. Approximately 1,500 men 
were blinded while in military service during the 
last war, but 60,000 civilians lost their sight during 
this period. Some 265,000 men were permanently 
disabled as a result of combat injuries during the 
war, but 1,250,000 civilians were permanently dis- 
abled by disease and accidents in the correspond- 
ing four years. 

There arc some 23,000,000 persons in the United 
States handicapped to some extent by disease, 
accidents, maladjustment, or war. One third of all 
draftees were rejected as unfit, and more than 
1,000,000 had to be discharged shortly after induc- 
tion. In 1946, 10^00,000 persons suffered disabling 
accidents, and of these, 370,000 were disabled per- 
manently. It is estimated that there are over 7,000,000 
persons in the United States disabled by diseases of 
the heart and arteries, 6,850,000 from rheumatism 
and arthritis, and 2,600,000 disabled from orthopedic 
conditions. 

These are the numbers, but they cannot tell the 
story of pain, anxiety, suffering, and all of the vital 
secondary problems that disease and disability leave 
in their wake. Aside from pain and tearing per- 
sonal and family anguish, the economic costs of 
disease and disability arc staggering. 


A lthough it would seem logical that medical 
. rehabilitation would be an important service 
in every civilian hospital, there has been little or 
no attempt, until recently, to establish such pro- 
grams in civilian hospitals. Of the 1^68,714 hos- 
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pital beds in the United States in 1946, 44 per cent 
were in general hospitals, but these 641,331 beds 
cared for over 92 per cent of all patients. Rehabili- 
tation, in vars'ing degrees, has been available in 
some tuberculosis, mental, and other specialized 
hospitals, but little provision has been made for 
dvnamic convalescent care and rehabilitation of 
the over 14,000,000 persons who are patients in gen- 
eral hospitals each year. 

BELLE\X'E HOSPIT.^L PROGPAM 

The first comprehensive, total medical rehabili- 
tation program in any community hospital in this 
country has recently been inaugurated at Bellevue 
Hospital in New York. Opeiated under the pro- 
fessional direction of the Department of Rehabili- 
tation and Physical Medicine of the New York 
University College of Medicine, the service has 
bed facilities for 80 patients, and offers a program 
of physical medicine, physical therapy, occupational 
therapy, corrective physical rehabilitation, social 
service, corrective speech, psychologic sers’ices, vo- 
cational guidance, education, and planned recrea- 
tion. It operates as a sendee department to the other 
departments of the hospital in much the same 
manner as the x-ray and laboratory, and treats both 
in-patients and out-patients on reference from the 
other sendees of the hospital. 

The rehabilitation sendee in Bellevue Hospital 
which will be enlarged to 600 beds v/hen the con- 
struction planned is completed, is the first step in 
a plan by the Department of Hospitals of the City 
of New York to provide all patients in municipal 
hospitals of the city with medical rehabilitation 
sendees. The extent to v.'hich rehabilitation has 
entered into future planning in New York in both 
public and private hospitals is shown by a recent 
report of the Hospital Council of Greater New 
York, in v.'hich it was suggested that 25 per cent 
of the bed capacity of the city’s general hospitals 
should be allocated for convalescence and rehabili- 
tation. This would mean one such bed for each 
1,000 of the city’s population. 

OTHER REHABILrr.\TION' FACn-ITIES 

The interest in e.xtending medical rehabilitation 
services in general hospitals is not limited to New 
York City or other large urban areas. The Veter- 
ans Administration has recently established such 
ser\dces as major departments v.'ith bed allocations 


in all Veterans Administration hospitals. 

The New Y' ork State Health Preparedness Com- 
mission has recommended that the state should 
build or acquire and support a chronic disease hos- 
pital center contiguous to a general hospital, in 
close proximity to a medical school, and staffed and 
operated by contract with such hospital and medi- 
cal school in each of five geographic regions of the 
state. They have also recommended that “rehabili- 
tation services for disabled and chronically ill be 
developed as rapidly as possible in selected gen- 
eral hospitals throughout the state by providing 
the services of trained personnel and by providing 
funds for the training of needed personnel in this 
field.” Today, throughout the nation, there are 
some 150 communities which have e.xpressed in- 
terest in establishing rehabilitation services either 
mdependcntly or in conjunction with e.xisting hos- 
pitals, medical schools, or community agencies. It 
is significant, however, that most are following the 
recommendations of The Baruch Committee On 
Physical Medicine that such centers be medically 
directed, and be associated with civilian hospitals 
and medical schools if possible. 

This is the pattern being followed in the Insti- 
tute of Rehabilitation and Physical Medicine which 
recently opened as one of the first operating units 
of the new New Y'ork University-Bellevue Medi- 
cal Center. Patterned after the recommendations 
of the Baruch Committee, the Institute offers a 
complete program of physical medicine and reha- 
bilitation, including physical rehabilitation and 
retraining, psychosocial adjustment, and vocation- 
al evaluation and guidance for physically handi- 
capped persons. It provides an integrated program 
of physical therapy, occupational therapy, physical 
rehabilitation, social sers’ice, vocational guidance 
and testing, and recreation, designed to teach the 
patient who has a physical disability “to live within 
the limits of his disability, but to the hilt of his 
capabilities.” With facilities to care for an in-patient 
census of 30 and a daily out-patient load of 100, the 
Institute places special emphasis on retraining in 
elevation, ambulation, crutch-w'alking, and the 
physical skills necessaty for the activities inherent 
in daily living. 


T he Institute’s sers'ice and facilities are available 
to any patient, either on an in-patient or out- 
patient basis, who, in the opinion of the referring 
physicians and the Institute’s staff, could benefit 
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Prcvocational work ex- 
periences in the hospital 
provide the basis for later 
vocational rehabilitation. 



from rehabilitation and retraining. It is expected 
that the majority of cases will be those needing 
definitive physical medicine or rehabilitation as the 
result of injuries, arthritis, orthopedic and neuro- 
logical disabilities, and diseases of the heart and 
arteries. Special facilities arc available for a limited 
number of paraplegics and hcmipicgics. Although 
the Institute is not prepared to do vocational train- 
ing of the handicapped per se, special workshops 
are available for vocational evaluation and guid- 
ance and job hardening under medical supervision 
for arrested tuberculous and cardiac patients. Com- 
plete vocational and guidance services arc available 
for all types of persons with physical disabilities. 

PROSTHETICS SERVICE 

One of the special features of the Institute is the 
Prosthetics Service in which consultation and rec- 
ommendations are made on the selection, fitting 
and adjustment of prosthetic devices of all types, 
and intensive training is given in their use. The 


Institute does not manufacture or sell prosthetic 
devices, but has skilled technicians available for 
services for all types of amputations, and for the 
minor adjustments and refittings frequently nec- 
essary to make artificial limbs more comfortable 
and clficient to the wearer. 


RETICMN'INC IN* PHYSICAL SKILLS 

Although we have in this country the finest in- 
stitutions in the world for definitive medical care 
and for vocational training, outside of the military 
services and the Veterans Administration there 
is but a small handful of civilian agencies and 
organizations equipped to provide for the patient 
with a physical disability the necessary retraining 
in physical skills which are a requisite for later 
vocational training. Tlic physician in the past has 
thought too much about the physiological and clin- 
ical aspects of the patient’s disability. The voca- 
tional counselor too frequently has thought only 
in terms of physical skills which could be utilized 
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With special devices and 
proper retraining even the 
most seriously disabled can 
be made partially self-siilfi- 
cient. 


vocationally. Between the two, however, there is a 
wide area through which most physically handi- 
capped persons must go when their definitive medi- 
cal care is completed but before they arc ready to 
undergo vocational training. In this area lies the 
physical retraining in skills necessary for the carry- 
ing on of the activities inherent in daily living and 
common to all types of work. 

Except in a few isolated instances, the physically 
handicapped person must be retrained to walk and 
travel, to care for his daily needs, to use normal 
methods of transportation, to use ordinary toilet 
facilities, to apply and remove his own prosthetic 
devices, to communicate either orally or in writing. 
These are such simple things that they are fre- 
quently overlooked, but the personal, vocational 
and social success of the handicapped person is de- 


pendent upon just such simple factors. 

DIAGNOSIS AND TREATMENT 

The practice of rehabilitation for the physician 
begins with the belief in the basic philosophy that 
the doctor’s 'responsibility does not end when the 
acute illness is ended or surgery is completed; it 
ends only when the individual is retrained to live 
and work with what is left. This basic concept of 
the doctor’s responsibility can be achieved only if 
rehabilitation is considered an integral part of 
medical service. Any program of rehabilitation is 
only as sound as the basic medical service of which 
it is a part. The diagnosis and prognosis must be 
accurate, for it is upon them that the feasibility of 
retraining is determined. 
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In addition to the general diagnostic studies, the 
medical evaluation of the orthopedically handicap- 
ped must include muscle tests, joint range of mo- 
tion, and tests for the inherent needs in daily living. 
In the Rehabilitation Service at Bellevue Hospital, 
a check list of 96 items is used to determine these 
factors. They include: (i) bed activities, such as 
moving from place to place in bed, and the ability 
to sit erect; (2) toilet activities; (3) eating and drink- 
ing; (4) the ability to dress and undress, such as 
tying shoe laces, manipulating buttons, zippers and 
other fasteners, and applying and removing braces; 
(5) hand activities, for example, winding a watch, 
striking a match, and using various door knobs and 
latches; (6) wheelchair activities, getting from the 
bed to the wheelchair, the wheelchair to bed, and 
in and out of the bathtub; (7) elevation activities, 
which include the needed abilities for walking, 
climbing, and traveling. 

At first glance, such a test list sounds formidable 
and time consuming, but in reality, the informa- 
tion may be easily obtained by a therapist, nurse, 
a well-trained volunteer or a member of the pa- 
tient’s family. From special check sheets used for' 
charting the activity accomplishments, information 
is readily available both on the status of the patient 
at the time of admittance and his progress while 
undergoing rehabilitation. 

The use of such a check list is particularly helpful 
if personnel are not available to do definitive muscle 
testing and accurate range of motion determina- 
tion, for the daily activities test can be completed in 
the hospital, the physician’s office, or the patient's 
home. The subsequent training program is designed 
to teach the patient the various skills and activities 
which he cannot perform. 

In Bellevue Hospital and the Institute of Reha- 
bilitation, after the basic medical work-up, and the 
range of motion muscle and needs of daily living 
test, the physician, in conference with other staff 
members, prescribes a five-hour-a-day program for 
the patient. These prescribed activities include 
training in the ambulation and elevation rooms 
and the remedial gymnasium, occupational ther- 
apy, physical therapy, speech therapy, or any other 
activity which may be helpful in meeting the spe- 
cific needs of the patient. 

In a comprehensive rehabilitation program, vo- 
cational guidance specialists should also be avail- 
able to do guidance and testing, in order that the 
lenient may be started on a prevocaiional explora- 
tory and work testing program as soon as it is medi- 
cally feasible. However, good basic rehabilitation 



For some groups, such as the cerebral palsied, reha- 
bilitation is a long and tedious process but progress can 
be made. 


can be carried out with the personnel available in 
the ordinary general hospital, if such a program is 
properly organized, supervised, and prescribed by 
the physician. 

THE HEMIPLEGIC 

T he rehabilitation of the hemiplegic is a typical ex- 
ample. There arc a number of simple progressive 
procedures in the rehabilitation of the hemiplegic, one 
of the commonest disabilities seen in general practice. 
In the early stages of treatment, the following proce- 
dures should be instituted to prevent deformities: 
(i) Footboard or posterior leg splint to prevent fool 
drop; (2) sandbags to prevent outward rotation of the 
affected leg; (3) a pillow in the axilla to prevent ad- 
duction of the shoulder; (4) quadriceps setting to main- 
tain muscle strength. All of these procedures are rela- 
tively simple and require no special equipment. Their 
use, however, will prevent crippling anatomical de- 
formities and hasten the rehabilitation of the patient. 

The next procedure indicated is the institution of 
pulley therapy. This can be done very simply with a 
small pulley attached to a goose-neck pipe os'cr the head 
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In advising his patient on 
the selection of a prosthetic 
device, the physician must 
realize that not all limbs are 
suitable for all amputees. 


Phoio^raphs from: Nav York, Vnivershy Insiitute of 
Rchalnlitnuon and Physical Medicine. 


of the bed, using the ordinary clothes-line rope with a 
one-inch webbing for the hand loop. With the stretch- 
ing and passive exercise provided by pulley therapy, 
the range of motion can be increased and adhesions 
prevented. 

Pulley therapy has the advantage over the usual 
stretching exercises that are done passively, for, the pa- 
tient, knowing his own pain threshold, will proceed to 
fully-tolerated motion much more quickly. Pulley ther- 
apy can also be used to aid in the re-establishment of 
reciprocal motion patterns. 

The patient, at this stage, should be encouraged to 
sit erect in order to re-establish balance. Speech therapy, 
if indicated, should be instituted at this time. In the 
absence of a trained speech therapist, the speech re- 
education can be started under medical supervision by 
any teacher who has had some experience in this field. 
In the aphasic, it is well for the physician lo point out 


to the patient and family the nature of the condition 
in order that the inability to use the tools of language 
may not be interpreted as loss or diminishing of the 
ability to think and reason. 

The next progressive stage in retraining the hemi- 
plegic is ambulation, which should be started by; 
(i) The practice of balance in the standing position 
progressing the parallel bars; (2) the teaching of a 
heel-and-toe gait to minimize clonus and to re-establish 
normal walking habits stressing reciprocal motion; 
(3) a short leg brace will be needed in approximately 
half of all cases to correct foot drop. All of the equip- 
ment for training in ambulation is simple and readily 
obtained by the general practitioner. If parallel bars 
are not available, two kitchen chairs may be used. 

In the advanced stages of retraining, ambulation is 
continued with; (i) Instruction in crutch walking, 
starting usually svith the alternate four point gait; 
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(2) teaching elevation, stressing climbing steps, curbs, 
stairs, and ramps. Concurrently with training in am- 
bulation, attention should be given to retraining in 
the activities of self-care and daily living. 

Obviously, the physician himself cannot undertake 
the actual administration of the retraining, but the 
therapist, nurse, volunteer or even a member of the 
family can conduct the activities under his super\'ision. 
With such a program, many of the complications usu- 
ally following apoplexy can be avoided and a great deal 
of time and ability salvaged. 

THE AMPUTEE 

Although the general practitioner is forced to call 
upon the services of medical specialists when dealing 
with amputee patients, he must assume the responsi- 
bility for preparing his patient physic.ally and psycho- 
logically for the amputation and to see that the patient 
has the proper prosthetic device adequately fitted and 
is trained in its use. 

One phase of the management of the amputee to 
which the physician should give particular attention, 
is the immediate postoperative period while the stump 
is being shrunk in preparation for both crutch walking 
and the later use of the artificial limb, and measures 
should be taken to prevent anatomical deformities. 

For example, it is not an uncommon practice in many 
hospitals, following an above-knee amputation, to ele- 
vate the stump upon a pillow. However, if such eleva- 
tion is maintained for as long as two weeks, a flexion 
deformity will occur which will take (tom six to eight 
weeks of arduous, painful work before sufficient hyper- 
extension can be regained for satisfactory walking. 

I N advising his patient on the selection of a prosthetic 
device, the compensation physician must be aware 
of the fact that not all limbs arc suitable for all ampu- 
tees. In fact, he must realize that not all amputees can 
wear artificial limbs profitably. It has been noted on 
the rehabilitation service at the New York University 
College of Medicine that an above-knee amputee in the 
older age group cannot, as a rule, profitably be trained 
to use a prosthesis if he is unable to perform a swing- 
through gait on crutches. • 

The physician must point out objectively to the pa- 
tient those skills which the patient can expect to achieve 
with proper training, and those skills which the patient 
has little chance of ever regaining. Extreme caution 
must be taken in the latter, however, as it is unwise 
10 tell a patient "he can't do,” for this cannot be de- 
termined, in most cases, until the patient has had ade- 
quate training. Training is absolutely essential if the 
amputee is la be successfully rehabilitated. 

Rcgarclic.ss of the type of disability, the respon- 
sibility of the physician, the hospital or the clinic 
lo the p.iticnt cannot end when the acute injury has 


been cared for. It ends only when the physician, 
the hospital or the clinic has taken the responsibility 
for seeing that proper referral has been made to 
those agencies and institutions which are equipped 
to rehabilitate and retrain the patient with a resi- 
dual physical disability; medical care is not com- 
plete until the patient has been trained to live and 
work with what he has left. 
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Lung Pathology and Hemoptysis in Children 

EFFECT OF NON-OPAQUE FOREIGN BODIES 

PAUL 1. MAHONEY* 

UNIVERSITY OF ARKANSAS SCHOOL OF MEDICINE, LITTLE ROCK 


T his dissertation and the four clinical case 
reports being presented are primarily: 
(i) to call to your attention the impor- 
tance of carefully taking a history in all chil- 
dren who suddenly develop choking, gagging, 
^ coughing, or wheezing followed by a symp- 
tomless period, and who later evidence signs 
of some lung pathology'; (2) to remind you 
what might happen to a child if you fail to 
heed this advice, and to help you to realize the 
significance of the symptoms; (3) to stimulate 
you to act early in every case in which you 
suspect that a child has aspirated a foreign 
body, and to institute a diagnostic broncho- 
scopic procedure. 

I have often made the statement that the 
most illiterate or ignorant parents will fre- 
quently make a correct diagnosis of their ailing 
child if one only will take the time to listen 
rather than to ignore them, and mistakenly 
proceed with symptomatic treatment. 

There are numerous causes for hemoptysis 
in children, probably the most common being 
bronchiectasis and lung abscess of foreign body 
origin. It is my desire to call to your attention 
the horrible experiences an innocent, helpless 
child can suffer due, in many instances, to a 


physician who has failed to take a careful his- 
tory, and, through carelessness, has overlooked 
the fact that the child might have aspirated a 
foreign body into a bronchus. In every case of 
lung pathology in which there is any suspicion 
of a foreign body as etiologic agent, a bron- 
choscopic examination is indicated. Early diag- 
nosis and removal of the foreign body, either 
bronchoscopically or by the chest surgeon, is 
die only treatment which will bring about a 
rapid convalescence. 

In three of the clinical case reports herein 
described, the physicians who were called to 
examine and treat the children are, to my per- 
sonal knowledge, capable physicians, and they 
probably could be held responsible for the 
physical pain and suffering endured by these 
children and the mental suffering and expense 
to the parents. However, many children are 
not seen early by the physician, and the only 
treatment they receive for chronic productive 
cough is at the hands of the druggist, neigh- 
bors, or friends. Not until the child has 
coughed up blood in some quantity is a doctor 
called. This was the story in one of the clinical 
cases to be described. 

A carefully taken history should make the 
physician immediately suspect the cause of 
the symptoms presented might be the result 
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of an overlooked exogenous foreign body. The 
next order of business should be a thorough 
general physical examination and laboratory 
examinations including x-ray pictures. A bron- 
choscopic examination should follow next, se- 
cretions collected for study if present, iodized 
oil instilled for bronchography if indicated, 
and other measures instituted when necessary. 

CLINICAL REPORTS 
CASE NO. I 

White, male, 10 years old, admitted to St. 
Vincents Infirmary July 24, 1939, whose chief 
complaint was chronic, persistent cough with 
recent expectoration of large amounts of blood. 
For some months expectoration was streaked 
with blood, but recently the bleeding became 
rather profuse. The boy was in very good 
health until eighteen months before when, 
while playing in a small cedar tree, he sud- 
denly became choked on a small piece of cedar 
he had in his mouth. Gagging and choking 
excited him so that he fell from the tree, in- 
juring his side. He was taken to a physician 
who ignored the history and proceeded to strap 
his chest, stating that several ribs had been 
broken by the fall. He assured the mother the 
twig had either been swallowed or coughed out. 

Soon after, the child developed a cough 
which at times was streaked with blood and 
for which the physician prescribed. Not until 
eighteen months following the accident, when 
the bleeding became profuse, was the child 
brought to Little Rock and admitted to a hos- 
pital. The boy was not critically ill, and a gen- 
eral physical examination was negative. A 
diagnostic bronchoscopy was done and the 
entire tracheobronchial tree was visualized as 
far as possible through a bronchoscope. Scant, 
foul-smelling blood tinged secretions were as- 
pirated for smdy. A small amount of iodized 
oil was instilled for the purpose of broncho- 
graphy (see Figure i). 

Surgical treatnient was recommended but 
refused, and the child was returned home. A 
few months later the child expelled a piece of 
cedar following a violent coughing bout, .Tnd 
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subsequently made an uneventful recovery. 
The piece of cedar was sent to me, and it ap- 
peared as though it had just been removed 
from the tree. I have seen this boy several times, 
the past few years, and he has had no further 
respiratory symptoms. 

Comment — Had bronchoscopy been instituted 
early it is highly possible that the foreign body 
would have been visualized and removed. The 
mother informed the physician what was 
wrong, but acting on impulse rather than bet- 
ter judgment he ignored the history and insti- 
tuted symptomatic treatment. The child paid 
the price. 

X-ray Report 7/2^/ '59 — Two films of this pa- 
tient’s chest were taken, one a posteroanterior, 
the other a left lateral exposure. These films 
show iodized oil injected into one of the 
branches of the left main bronchus reaching 
the anterior inferior part of the left lower lobe. 
This does not show any signs of bronchial dila- 
tation suggesting a bronchiectasis. It does 
show, located very near the surface of the lung. 
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Figure i. Roentgenogram of patient in Case i. 


ia spherical area of iodized oil, about 1.5 cm. 
in diameter. The film suggests there might be 
a small excavation at that location. Except for 
this one small area, these films were entirely 
negative for signs of infection or other disease. 
The cause for this shadow is unknown (sec 
Figure i). • 

a\SE NO. 2. 

White, male, 5 years old, admitted to the 
Arkansas Children’s Home and Hospital in 
November, 1944. Chief complaint was cough 
of several months’ duration. The onset was not 
unusual according to the physician who was 
called to treat the child and who referred him 
to the hospital for further study. All routine 
examinations were accompHshed and a diag- 
nosis of chronic tracheobronchitis was made. 
Treatment was given and the child was dis- 
charged from the hospital one week later. 

In May, 1946, the child was re-admitted wdth 
fever, cough, and pains in the right side of the 
chest. Dr. John Agar did a diagnostic bron- 
choscopy and reported the right main bronchus 
to be filled with foul-smelling, thick pus. The 


mucous membrane was thickened, inflamed, 
and a small amount of blood was noted. A 
diagnosis of bronchiectasis was made, treat- 
ment was given, care was outlined, and the 
child was discharged from the hospital with 
instructions to return for further observation. 

The third admittance was December, 1946. 
The cough was very productive, the sputum 
was blood streaked, and had a very foul odor. 
I was called in consultation January i, 1947. 
After a review of the chart I repeated the di- 
agnostic bronchoscopic procedure. Following 
aspiration, iodized oil was instilled for bron- 
chography. After a review of these films a 
lobectomy was recommended. This procedure 
was carried out by Dr. Harvey Shipp on Janu- 
ary 16, 1947, and a rice straw head was re- 
covered at this time. 

Comment — ^When the rice straw head was re- 
covered at the time of operation and later 
shown to the parents and an older brother, the 
true stor^' concerning the etiology was con- 
fessed. Several months preceding the child’s 
first admittance to the hospital, he and his 
brother were riding on a rice wagon against 
the advice of their father, and it so happened 
that the younger child aspirated a rice straw 
head and nearly choked to death. Having been 
warned that they would receive a good whip- 
ping if they were ever caught riding rice 
wagons, they had never divulged the incident 
to their parents. In this particular case it was 
impossible to obtain an accurate history at a 
time early enough to make proper recommen- 
dations (see Figures 2 to 5). 


C.A.SE NO. 3 

White, female, 10 years old, admitted to St. 
Vincents Lnfirmar}" August 8, 1947, complain- 
ing of expectorating large quantities of blood. 
She gave a history of being in good health un- 
til three months before when she began having 
an elevation of temperature as high as i04°F., 
accompanied by nausea. She had an appendec- 
tomy at this time with no relief of symptoms. 
About two weeks later she expectorated a small 
amount of blood, and then developed a non- 




Figures 2 to 
5. Roer\tgeno- 
grams of pa- 
tient in Case 2 . 



productive cough which persisted until the 
date of admission to St. Vincents Infirmary, at 
which time she was expectorating large quan- 
tities of blood. 

The motlier stated that her daughter had 
been returning home from school accom- 
panied by her teacher, and that she had a wild 
wheat head in her mouth which she either 
aspirated or swallowed. She immediately be- 
gan gagging and choking, but shortly there- 
after her symptoms abated, and her motlier 
was advised by a physician that the child had 


simply choked on tlie piece of wheat and 
swallowed it. This was about one week prior 
to onset of nausea and temperature elevation. 

On the date of admission to the hospital the 
child was pale, cyanotic, and expectorating con- 
siderable blood. There was dullness to percus- 
sion over the right lung base, and rales were 
heard in this area. The hemoglobin was 49.8 
per cent; R.B.C. 2,800,000; W.B.C. 17,300; 
temperature I04‘'F.; pulse rate 160. She received 
blood transfusions, plasma, and penicillin. 

Four days after admission a diagnostic bron- 
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Laboratory studies revealed a white count of 
18,900; differential of: 3 stabs, 70 polys, 27 
lymphs. The red count was 4,350,000 with a 75 
per cent hemoglobin. Urinalysis was negative. 
X-ray examination revealed a widening of the 
hilar shadow on the left side with strands of 
fibrosis and hyperemia extending outward 
from this area. A bronchoscopic examination 
was done and purulent material was found 
draining from the left upper lobe bronchus. 
Lipiodol instillation was carried out and an 
x-ray examination was made, which revealed 
a massive cylindrical bronchiectasis limited to 
the hngula of the left upper lobe with abscess 
cavities lying adjacent to the anterior chest 
wall in the region of the inflammatory' mass. 
Sputum examination revealed large numbers 
of staphylococci. 

Incision of the tumor mass was made down 
to the intercostal muscle bundles and biopsy 
of the tissue was taken which was reported as 
edematous and inflammatorv tissue. No frank 
pus was obtained. This boy was placed on 
aerosol streptomycin inhalation. His general 
condition improved, and temperature returned 
to normal within approximately one week. 
The character of the sputum cleared and his 
cough disappeared. His appetite improved and 
he began to gain weight. Due to the fact that 
there was slight drainage and delayed healing 
of the incised tumor mass on the anterior chest 
wall, he was sent home for a period of two 
weeks, after which he was supposed to return 
for lobectomy'. 

This patient was re-admitted to the hospital 


on October 4, 1947, in a very markedly im- 
proved condition. His cough had subsided and 
he had no fever, but the bronchiectatic cavity' 
still persisted. On October 7, segmental resec- 
tion of the lingula was carried out without 
difficulty' by Dr. Harvey Shipp. Lying within 
the bronchiectatic abscess against the anterior 
wall was found a cedar leaf approximately one 
inch in length. 

Postoperative recovery was uneventful and 
without complication. The patient was dis- 
charged from the hospital on October 25, 1947. 
At the present time all symptoms have sub- 
sided, and the patient is entirely well. He re- 
turned to school on November 17 (see Figures 
10 and ii). 

Comment — This was a case of a non-opaque 
foreign body lodged in the lingular lobe of 
the left lung, a most unusual site for a foreign 
body of this nature. History' of the aspiration 
of this foreign body was not obtained until a 
week following admission to the hospital when 
the mother happened to recall the incident. 
This case again illustrates very' well the need 
for careful history in all cases of persistent lung 
infection, and for utilizing all available diag- 
nostic procedures. 

CONCLUSIONS 

1. Carefully taken histories are of paramount 
importance in all cases of lung pathology'. 

2. Early bronchoscopy and bronchography 
are of inestimable value in cases of aspirated 
non-opaque foreign bodies. 


WRIST-BONE FILMS RE\T.-VL DISEASE CONDITIONS IN CHILDREN 

R 3EXTGEN0GPAMS of the wiists ate a valuable aid in diagnosis of children, a study published in the 
^ American journal of Diseases of Children by Dr. M. G. Peterman, Dr. W. B. Frey and Dr. J. D. 
Raster indicates. Such conditions as mental retardation, thyroid deficiency', lead poisoning, and other 
abnormal processes can be discovered by examining tbe maturation of the wrist bones. 

A study svas made of x-ray films of the wrists of 684 children. It was noted that delayed ossifica- 
tion was associated with mental retardation, congenital heart disease, cerebral birth injury, pancreas 
disease, and hypothyroidism. Other conditions uncovered by the technic include syphilis, tumors, 
rickets, and scun-y. In the study, the films showed evidence of a pathologic process in 69 cases. 

Delayed ossification, brought to light in the x-rays, can result in early discovery of diseases in 
clinically obscure stages. In borderline cases of hypothyroidism, for example, retarded bone matura- 
tion nearly always is present. 
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Digestive Diseases 

WALTMAN WALTERS* 
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I T IS a pleasure for me to be here again and to 
present to you some cases of digestive dis- 
eases. I have been fortunate indeed in having 
the help of Dr. McNally and Dr. Stoner, who 
have briefed these cases in an excellent manner. 
We plan to put on a combined clinic for you to 
see how it works out. 

We have 4 interesting cases. Dr. McNally, will 
you please briefly outline the first case? 

DR. MCNALLY: This is a 72-year-old white man 
whose general condition is only fair. He has a 
moderate amount of cerebral arteriosclerosis. 

For twenty or thirty years he has had “stom- 
ach trouble." He claims to have excessive amounts 
of gas and heartburn. This is relieved primarily 
by the ingestion of milk and baking soda. Three 
days before admission he first noticed tarry stools 
as well as severe, constant epigastric pain. 

On admission he was found to have moderate 
secondary anemia, the hemoglobin content being 
10 gm. per 100 cc, of blood; the stools were tarry 
in color and positive for blood. He had some ten- 
derness in the epigastric region, but no masses 
were palpable. A roentgenogram revealed a pre- 
pyloric lesion on the lesser curvature. The patient 
has responded to medical therapy. 

r>R. Walters: Will you describe the roentgeno- 
gram of the stomach, please, Dr. Stoner? 

DR. STONER: There is a lesion in the prepyloric 
region of the stomach. There is a filling defect 
present, 

dr. w.vlters: This 72-ycar-old gentleman gives a 
history of dyspepsia of twenty years’ duration. He 
has known that he has had disease of the gall- 
bladder and gallstones for a long time, he says, 
hut it is just recently that he has been aware of 
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the lesion in his stomach, llic diagnosis being 
made on examination. 

You will note that Dr. McNally spoke of his 
intestinal bleeding, his marked secondary anemia. 
He has 2,500,000 red blood cells and 11 gm. of 
hemoglobin. 

The patient and 1 have talked together for a 
few minutes and I want him to talk with you 
because I want to have you help me decide what 
you think is the best thing for this man to have 
done. There is one additional study that would 
have been helpful, namely, a determination of 
gastric acids. This has not been possible because 
of a little difficulty in cooperation and also because 
of some gastric retention. Such a determination 
would have been helpful, because if the acids are 
minima! or absent the probabilities are that the 
lesion is neoplastic. On the other hand, if the 
acidity is high, that is, more than 45 clinical units 
of free hydrochloric acid, the probabilities are only 
5 per cent that the lesion is malignant. That is im- 
portant in this case, because we have to decide 
how ibis 72-year-old man is going to be treated. 
We have made the diagnosis of a prepyloric gas- 
tric lesion. 

How have you gotten along in the hospital un- 
der the treatment you have had? 

patient: Just fine. I am getting along fine. 

DR. WALTERS: Do you think you have had enough 
trouble so you want to be operated on? 

patient: No, I can’t be operated on. 

DR. Walters: Do you think if we could assure 
you that after an operation you wouldn’t have any 
more trouble with your stomach you would be 
willing to be operated upon? 

p.vtient: Why, yes, that is different. 

DR. WALTERS: I Wanted you to hear him talk in 
order to note his weakness and senility. 

Nothing at all abnormal is to be felt in the 
examination of his abdomen. The patient docs 
not work, is not active physically, and under 
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these circumstances he gets on fairly well. 

I am sure you can understand why I had him 
talk to you. He is arteriosclerotic, he is not work- 
ing, and the high risk of operation in this case 
is questionable in its justification, because (i) he 
doesn’t want it, and (2) after it has been done at 
an unusually increased risk because of his arterio- 
sclerotic, weakened, anemic condition, the chances 
of his being productive in any way are not good; 
therefore I could not advise this man under these 
circumstances to be operated upon. 

On the other hand, from the standpoint of the 
general principles of treatment, if this patient were 
in better physical condition and if he could be 
operated upon with a reasonable risk, he should be 
operated upon, for two reasons. First, in spite of the 
fact that we do not know what the values for his 
gastric acids are, he has a gastric ulcer which, as a 
rule, can be successfully removed by operation, and 
second, there is a 20 per cent chance that the 
lesion is an ulcerating carcinoma whose cure de- 
pends on early operation. 

In regard to gastric ulcer I want to call your 
attention to two things. First is the risk, and sec- 
ond is the effectiveness of partial gastrectomy for 


gastric ulcer. If the removal of a benign chronic 
ulcerating lesion in the stomach can be done at a 
risk of, say, i or 2 per cent, and if with this operation 
the results are excellent in practically every case 
(I have never seen a recurrence of a gastric ulcer 
after a properly performed partial gastrectomy), 
then there seems to be no reason at all why one 
.should deny the patient with a chronic recurring 
gastric ulcer whose condition will permit an opera- 
tion, the opportunity of cure by means of partial 
gastrectomy. 

T he possibility that a gastric ulcer may be malig- 
nant should always be kept in mind. In a 
study of a series of cancers of the stomach which 
my colleagues. Dr. Gray, Dr. Priestley, and I, with 
the assistance of Dr. Everett Lewis, made several 
years ago, almost one-third of the patients oper- 
ated upon for cancer of the stomach gave an ulcer- 
like history, and the worst part of it was that, of 
that group of patients who had ulcer-like symp- 
toms and yet had cancers of the stomach, more 
than two-thirds had temporarily responded effec- 
tively to medical treatment. 

It used to be said that the response to medical 
treatment of a peptic ulcer (a term I don’t like be- 
cause there is a decided difference between gastric 
ulcer and duodenal ulcer) can be used as an indi- 
cation of whether the lesion is benign or malig- 
nant. That is not true, as you see in the case of a 
lesion in the stomach shown in Figure i. 

I want to stop for a moment and speak about 
the malignant lesions of the stomach, because my 
colleagues and I are happy over the results re- 
ported last year. When we first started doing total 
gastrectomies fifteen years ago, the mortality rate 
was 25 to 35 per cent (last year at the clinic it 
was 5.3 per cent) whereas the mortality rate from 
partial gastrectomy in the large series I just men- 
tioned averaged 14 per cent (last year it was 6.4 
per cent). What is the explanation for that? Im- 
provement in technic? Well, possibly. Greater ex- 
perience? Probably. Other factors are the better 
preparation of patients for operation by the ad- 
ministration of blood, proteins, vitamins, and so 
forth, and probably a little better understanding of 
the abnormal physiologic changes occurring sub- 
sequent to an operation of this magnitude when a 
patient has symptoms of gastric retention, hypo- 
proteinemia, anemia, and ‘ infection which we 
sometimes see after an extensive operation. 
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CARCINOMA OF THE STOMACH 
First Symptom Experienced 
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60 V* obtained "effective* 
st^mptomatic relief following 
palliative treatment for 'ulcer* 


Figure i. The figure refers lo the first presumptive symptom caused by the 
gastric carcinoma. In over 50 per cent of the cases, indigestion was the first dis- 
turbance noted; in almost 30 per cent, it was recurrent pain of ulcer-like character. 
The vagueness of the early symptoms is one of the reasons for late diagnosis. 


We will now discuss the ne.vt 2 cases. Dr. Mc- 
Nally, let me ask you one or two questions in 
order to save time. 

This lady is 74 years of age. She has, as you see, 
a marked degree of jaundice. Dr. McNally, did 
this jaundice appear after pain or did it occur with 
increasing intensity and without pain? 

DR. MCNALLY: The latter, with increasing inten- 
sity. 

DR. Walters; Painless, progressive jaundice in a 
woman 74 years of age. 

DR. MCNALLY; That is right. 

DK. WALTERS; What are the next two or three 
very important things we want to find out? 

DR. MCNALLY: The color of her urine and stools. 

dr. Walters: What were those colors? 

dr. MCNALLY : The urine became progressively 
darker and the stools progressively lighter until 
they were clay-colorcd in appearance. 

dr. WALTERS: In thc physical examination, what 
of importance is to be looked for? 

dr. MCNALLY: Thc possibility of a palpable mass 
in thc abdomen, which was found. 

DR. waltdrs: In what position? 

DR. MCNALLY: In ihc right upper quadrant ex- 
tending almost to the umbilicus. 

DR. WALTERS: Thc sizc and shape of thc mass? 


DR. MCNALLY : It WQs about 6 cm. in diameter 
and was globoid in shape, firm and nontender, 
and moved with respiration. It was believed to be 
a distended gallbladder. 

DR. WALTERS: What is your diagnosis? 

DR. MCNALLY: This patient came into the hos- 
pital the day before yesterday, and it is felt that 
she possibly has a carcinoma of the head of the 
pancreas. 

DR. WALTERS: What would your treatment be? 

DR. MCNALLY: I think the treatment in this case 
is exploration to determine the possibility of path- 
ologic changes in the pancreas. If it is a malig- 
nant lesion, or if it represents possibly chronic 
pancreatitis with obstruction of the common duct, 
a short-circuiting, I think, would be indicated. 

DR. Walters: Good! That is exactly what I think, 
too. You wouldn’t attempt to do a radical resec- 
tion of thc head of the pancreas? Let us say there 
is pretty definitely a hard tumor in the head of tlie 
pancreas, would you or wouldn’t you try to do a 
radical resection of the head of the pancreas? 

DR. .mcn.ally: 1 suppose I should have qualified 
my statement by saying that without evidence of 
extension to other viscera or nodes in the immedi- 
ate region, I might change my stand, but I think 
possibly in view of her age 1 would do a biopsv 
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and a short<ircuiting operation. 

DR. w.\LTERs: Good! 

One can notice the scratch marks on her abdo- 
men, and one can feel the globular mass which 
Dr. McNally described. One of my colleagues, Dr. 
Eusterman, several years ago called attention to 
the fact that someumes when one cannot feel these 
globular distended gallbladders, if the patient is 
given a litde sodium amytal intravenously (amo- 
barbital sodium) there is an increase in relaxation 
of the abdominal wall muscles and one can feel 
about 60 per cent of the distended gallbladder. 


I \s'OULD like to say a word or two about the 
treatment of malignant lesions of the head of 
the pancreas. My colleagues, Drs. Waugh and 
Clagett, have recently reported 38 cases of radical 
resecdon of the head of the pancreas for car- 
cinoma. Roughly, the patients can be divided into 
those with cancer of the head of the pancreas and 
those with cancer of the ampulla. In cancer of the 
head of the pancreas, the prolongadon of life 
beyond that associated with the short-circuidng 
, operadon which Dr. McNally spoke of does not 
warrant, in most cases, the verj' great increase in 
the risk of radical resection. 

As a matter of fact, in ii of the cases in which 
radical resection was done for carcinoma of the 
head of the pancreas and in which the patient ob- 
tained only palliadon, the subsequent life aver- 
aged eight months, whereas in 3 padents with car- 
cinoma of the ampulla of Vater, palliation was 
obtained for an average of thirteen months. Of the 
3 padents with carcinoma of the head of the 
pancreas that were still alive, the average survival 
was eighteen months; of the 5 padents with car- 
cinoma of the ampulla of Vater sdll living, the 
average suiwival was Uventy-eight months. 

If you speculate on the reasons for that you will 
probably understand iL I say “probably” because 
we have no definite evidence yet. When one deals 
with a neoplasm in a ductless gland, for which a 
subtotal removal of the gland is done, I think that 
there will always be a high incidence of recurrence. 
Now, Dr. McNally, the next patient. 

DR. MCNALLY; This is a 70-year-old white woman 
who was admitted to City Hospital in August 
with a histoty- of vaginal bleeding of three years’ 
duration. Biopsy of the cer\'i,x revealed a partially 
differentiated squamous-cell carcinoma. She re- 
ceived a course of radiation therapy and was read- 


mitted to the hospital with the development of 
jaundice. 

During her first admission she underwent blood 
transfusion four times and received one unit of 
plasma. 

DR. WALTERS: This lady is jaundiced. She has 
bile in her stools. She does not have much bile in 
her urine, which rather definitely puts the jaun- 
dice on the basis of an intrahepatic block rather 
than an extrahepatic block. However, with the 
history which you have heard regarding the lesion 
of her cervix, with recurrence, and with a mass 
in the right upper quadrant of the abdomen, the 
probabilities are that we are dealing with a meta- 
static lesion. Differential diagnosis, peritoneoscopy 
if one wishes, or biopsy of the liver would tell 
whether the lesion is intrahepatic or extrahepatic. 

Treatment in either event is difficult. Therefore, 
I think the best thing to do is to carry on the 
present treatment. The jaundice is receding. The 
mass is quite evident and she has fluid in the ab- 
domen. 

Dr. McNally, can you tell us briefly what the 
symptoms of the next patient are.' 

DR, .MCNALLY : This is a 22-year-cild colored girl 
who had her first attack of epigastric pain, which 
was in the right upper quadrant and sharp, after 
ingestion of fatty foods at times or, at other times, 
during the night with no antecedent cause. She 
has had an aversion to fatty foods for four years. 

She was in the hospital once last year, where 
she underwent a work-up, and again this year, for 
the same complaint with a further work-up. 

DR. WALTERS: Dr. Stoner, please point out what 
there is of significance in the roentgenogram of 
her abdomen. What do you think that shadow rep- 
resents 

DR. stoner: Calcification in the head of the pan- 
creas. 

DR. WALTERS: Good. Thank you. 

We have a young woman with a history of fre- 
quent attacks of right upper quadrant pain which 
have been disabling at times. Also, perhaps you 
notice she has a normally functioning gallbladder 
on roentgenologic examination of the gallbladder 
which has been repeated recently, and again the 
results are negative. 

(To the patient) I want you to tell me where 
that pain was when you had it. (She has a little 
pelvic infection, too, but let’s disregard that.) Is 
the pain bad.^ 

p.atient: The pain is bad. 
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DR. Walters: Does it go through to the bach? 
patient: It goes through and into the back, 

DR. Walters: There are no abnormal masses to 
be felt in the examination of her abdomen. There 
is some tenderness to pressure in the epigastrium 
and in the right upper quadrant. Has it been 
pretty sore? 
patient: Yes. 

DR. Walters: Can you eat everything you want? 
patient: No. 

dr. Walters: What can’t you cat? 
patient: Fatty foods and starch. 

DR. Walters: Can you eat raw apples without ex- 
periencing pain? 
patient: No, I don’t eat apples. 

DR. Walters: Cabbage? 
patient: No. 

DR. Walters: Onions? 
patient: No. 

DR. Walters: Does the urine or the stool change 
in color when you have the pain? 
patient: Yes, sometimes the stool changes. 

DR. WALTERS: What color is it? 
patient: Light yellow, 

DR. WALTERS: Docs it secm to have little frothy 
bubbles in it at any time? 
p.wient: No, I don’t think so. 

DR. WALTERS: There are three things about pan- 
creatitis that are worth knowing. First of all, in 
the acute phase the patient is sicker than if he has 
acute cholecystitis. Secondly, the attacks of pain, 
instead of lasting for a few hours, as in chole- 
cystitis, sometimes last for days in pancreatitis. 
Usually the patient with pancreatitis is exquisitely 
tender to pressure in the epigastrium and has a 
lemon yellow tinge to the skin, and in the cases of 
acute pancreatitis there is an increase in the serum 
amylase and serum lipase. The serum amylase con- 
tinues elevated for several days, usually reaching a 
value as high as 300 or 400, and I have seen some 
cases in which it reached a value of 1,000 units. 


C hronic pancreatitis is something else again. 

The diagnosis of chronic pancreatitis in a 
young girl like this is certain and easy in the light 
of the excellent study which Dr. McNally pre- 
sented to you and in the presence of roentgeno- 
grams showing the c.alcificntion in the vicinity of 
the head of the pancreas. Sometimes the calcifica- 
tion is not present, however. 

The cholecystogram helps one to distinguish be- 


tween the attack due to cholecystitis and the one 
clue to pancreatitis, although occasionally they may 
be associated. In point of fact, a recently reported 
study by my colleagues, Dr. Comfort, Dr. Gam- 
bill, and Dr. Baggenstoss, of 29 patients who had 
pancreatitis without cholecystitis and an equal 
number, approximately, who had pancreatitis with 
cholecystitis, disclosed many similarities and re- 
markably few dissimilarities. The anatomic and 
histopathologic features arc essentially the same 
with interstitial fibrosis, necrosis, cyst and abscess 
formation, and deposition of calcium occurring 
in both- It involves males of all ages more fre- 
quently than females, and alcohol is one of the 
etiologic factors. 

In chronic pancreatitis without calcification, how 
can a diagnosis be made? First of all, it is always 
important to exclude the possibility of an associ- 
ated cholecystitis or, if the gallbladder has been re- 
moved, of a stone in the common duct that is 
causing the pain, even though the patient is not 
jaundiced. One-third of all the patients that I have 
operated upon for stones in the common duct 
have never been jaundiced, and 2 out of 3 have 
never had chills and fever; that means that’ one- 
third of the patients in whom I have removed 
stones from the common duct have never had 
chills or fever or jaundice. Hence, stone in the 
common duct must be excluded in the patient who 
has symptoms suggesting pancreatitis. 

When excluded, unfortunately, even though the 
choledochogram shows an absence of stones in the 
duct after that operation, the patient may con- 
tinue to have attacks of pain. What is to be done 
for it? What is being done for this young lady? 
Restriction of fats and starches, a high-protcin diet, 
and abstinence from alcohol are indicated. Recent- 
ly Dr. Lundy and the neurosurgeons at the clinic 
have found that if the injection of dolamin solu- 
tion into the splanchnic nerves reproduces the pain 
that the patient with pancreatitis or with cancer of 
the head of the pancreas has been experiencing, 
then resection of these splanchnic nerves affords 
relief of the pain in many of the cases. Too short 
a time has elapsed since iliis procedure has been 
done to determine the permanency of the result. 

Prolonged external drainage of the common 
bile duct is frequently valuable in relieving the 
severe attacks of pain associated with recurring 
pancrc.'jtitis and so is internal drainage by means 
of an anastomosis between the common duct and 
the duodenum. 
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T here are four blood diseases for which new 
and important methods of treatment have re- 
cently been introduced. They are; (i) per- 
nicious anemia, (2) Hodgkin’s disease, (3) leu- 
kemia, and (4) polycythemia vera. It is my inten- 
tion to discuss, first, the most effective forms of 
therapy for these various diseases as demonstrated 
by their effects on many patients over a long inter- 
.fval and, second, to comment on the possible ad- 
vantages of the newer forms of treatment. 

PERNICIOUS ANE.MIA 

Prior to 1926 pernicious anemia was regarded 
as a uniformly fatal disease. This was undoubtedly 
the correct view at that time, for it could not be 
demonstrated since the malady was first described 
that any treatment which had been introduced in 
the preceding seventy'-seven years did actually pro- 
long the life of a patient for a single day. Since 
then, with the evolution of treatment from the in- 
gestion of a quarter of a pound of cooked liver 
fi%-e to seven times a week, to the present-day use 
of refined liver e.vtract, ample opportunity has been 
afforded to evaluate and determine definitely the 
optimum therapeutic management of this disease. 

With the proper use of modern antipernicious 
anemia medication it is now possible for such pa- 
tients to live out their normal span of fife. It is 
generally agreed that the most effective current 
treatment is the intramuscular injeaion of refined 

*Ffom the Thomas Henry Simpvm Memorial Institute for 
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liver e.\tract, i cc. (15 units), three times weekly 
until the red blood cell count is 3,000,000 per cubic 
millimeter. The dosage should then be reduced to 
I cc. (15 units) twice weekly, and continued in 
this amount until the red blood cell count is 4,500,- 
000 per cubic millimeter for women, and 5,000,000 
per cubic millimeter for men. Following this, a 
maintenance dose of i cc. (15 units) should be 
given intramuscularly every two weeks, or 2 cc. 
(30 units) once a month. 

This dosage should be doubled when there is a 
progression in the neurologic manifestations, or 
a persistence of the glossitis. Furthermore, if at 
any time an infection develops, even such a minor 
one as an ordinary “cold,” the dose likewise should 
be doubled as long as the infection persists. There 
is evidence also that in elderly patients, a larger 
dose of liver e.xtract is sometimes necessary', and 
hence it may be advisable to increase the standard 
dosage in such patients 50 to 100 per cent. 

There is no cons'incing proof that any additional 
treatment is ordinarily necessary' in patients with 
this disorder. Hence the routine use of crude liver 
e.xtracts, vitamins of various sorts, dilute hydro- 
chloric acid, or other possible adjuvants is not in- 
dicated. The main principles in the guidance of 
therapy are: (i) be certain that the patient has 
pernicious anemia, (2) administer an adequate 
amount of a refined and potent liver extract in 
order to maintain the red blood cell count well 
within the limits of normal. 

In a few patients, the regularly observed tran- 
sient lag of the hemoglobin behind the increase in 
the red blood cell count will persist for an undue 
time. If this is true, one would suspect that the 
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patient has a chronic loss of blood, usually due 
to bleeding from the gastrointestinal tract or the 
uterus. Search should be made and the complica- 
tion, if discovered, treated in accordance with its 
nature. In addition, it may be indicated to admin- 
ister iron in the form of 0.3 to 0.6 gm. of ferrous 
sulfate t.i.d., before meals. 

Another form of therapy which is sometimes in- 
dicated is the use of blood transfusions in an 
emergency. This may occur when a patient is seen 
for the first time with a severe anemia which may 
possibly prove fatal before the two or three days 
elapse prior to the time when the antipernicious 
anemia medication becomes effective. Such pa- 
tients should be given 500 to 800 cc. of blood, and 
this should be repeated within twenty-four hours, 
or even sooner if the need warrants it. The only 
other therapeutic agent to consider is the admin- 
istration of I cc. of crystacillin (300,000 units) to 
combat the lethal effect of a complicating infection 
such as pneumonia. We must take into account 
the occasional development of such a condition, 
due to a reduced resistance of a patient with a 
severe anemia. 


FOLIC ACID 

S INCE the introduction of folic acid as a thera- 
peutic agent in patients with pernicious ane- 
mia,^ a sufficient number have been treated with 
this preparation to permit definite conclusions con- 
cerning its therapeutic efficacy. In the first place, 
it has absolutely no effect in any type of anemia 
e.vcept a macrocytic anemia with a megaloblastic 
bone marrow. This includes pernicious anemia, 
the anemia in a great majority of patients with 
sprue; the anemia observed following total gas- 
trectomy, intestinal anastomoses, and intestinal 
stenosis; the macrocytic anemia of pregnancy^; the 
anemia associated with dietary deficiencies as exo- 
genous" pernicious anemia, pellagra; tropical ane- 
mia; the megaloblastic anemia of infancy ; and the 
anemia due to fish tapeworm infestation, 
macrocytic anemia sometimes observed in wide- 
spread liver disease is not ordinarily associated 
with a megaloblastic bone marrow. 

Also, the following statement appears 
been established beyond the question of a doubt. 
While it is highly effective in the treatment of the 
anemia of true addisonian pernicious anemia, // 
iloes not control the neurologic maJiijestotions of 
this disorder. In fact, there arc some who believe 
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that folic acid actually accelerates the progression 
of the lesions in the nervous system. It is my ad- 
vice, therefore, that folic acid be employed only in 
the macrocytic anemias with a megaloblastic bone 
marrow in which there are no neurologic compli- 
cations. Its possible ill effects on the nervous sys- 
tem in patients with pernicious anemia contrain- 
dicate its use even when given in combination with 
liver extract. This would exclude only true addi- 
sonian pernicious anemia, and permit the use of 
the antianemia substance in all of the other types 
listed. It has two great advantages, namely (i) it 
is potent when taken orally, and (2) it can be 
given to patients who have become allergic to liver 
extract. 

The dose of folic acid is 10 to 15 mg. daily, 
cither orally or intramuscularly, until the blood is 
normal, and then 5 to to mg. daily as a mainte- 
nance dose." 

VITAMIN Bli 

A new factor (LLD) discovered by Shorh" to 
be essential for the growth of the Lactobacillus 
lactis Dorner, was also found by this obscrA’cr to 
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parallel the degree of potency of various types of 
liver extracts employed in the treatment of pa- 
tients with pernicious anemia. This led to the suc- 
cessful therapeutic trial of this substance, subse- 
quently designated as vitamin B12, in patients with 
pernicious anemia.^ It has been observed that when 
one gamma (1/65,000 gr.) of this material is given 
daily by intramuscular injection, the blood values 
are completely restored to normal within six to 
eight weeks, following an immediate preliminary 
reticulocyte rise of the standard type. In other 
words, here is a new substance, isolated from 
liver, which in almost unbelievably small amounts 
will produce all of the effects first observed follow- 
ing the ingestion of one-quarter to one-half pound 
of liver daily. 

Further study by Rickes and his associates'* has 
shown that it is a reddish-blue crystalline sub- 
stance containing cobalt. Although definite proof 
is lacking, it is logical to assume for the present 
that this substance is probably the active antiper- 
nicious anemia principle of liver. Additional 
studies® have shown that it is effective in arresting 
the progress of the nervous system involvement, 
and that it controls the lesions of the mucous mem- 
branes in pernicious anemia.® 

In other words B12, as far as preliminary obser- 
vations go, is a complete treatment of pernicious 
anemia. In a patient who was sensitive to liver 
extract, the administration of B12 was effective and 
could be given without producing untoward al- 
lergic manifestations.® One patient with a macro- 
cytic anemia of pregnancy did not improve follow- 
ing its use.’^ 

At the Simpson Memorial Institute we have 
treated 6 patients with pernicious anemia by means 
of this new preparation with satisfactory results. In 
2 of these patients the dose was reduced to 0.45 
gamma daily (1/130,000 gr.) and a definite al- 
though substandard effect was produced. This 
material has been isolated apparently in pure 
crystalline form. Its complete chemical nature and 
method of synthesis are as yet unreported. Further- 
more, no publications have appeared concerning its 
efficacy by mouth. In my own opinion, however, it 
does not seem rash to predict that in the not too 
far distant future this material will be made syn- 
thetically and will be available commercially for 
oral use. 

Recently Rickes and his associates® have demon- 
strated that the culture broths of Streptomyces 
grisetis yield a red cr\'Stalline compound which is 


potent in the treatment of pernicious anemia. Fur- 
thermore, all comparative tests indicate that this 
substance, obtained from a microbiological source, 
and vitamin B12 are identical. It is possible that 
Bi 2, therefore, may be produced in sufficient quan- 
tities by this method to make it feasible to em- 
ploy it in the routine treatment of pernicious ane- 
mia and other macrocytie anemias which may be 
benefited by it. 

Hodgkin’s disease 

T his condition, which is usually assumed to be 
due to a malignant process, is best treated by 
the roentgen ray applied locally. After a consider- 
able number of years of trial with this form of 
therapy, those with the largest experience believe 
that many of the patients will be restored for a 
variable but well worth while temporary period 
of good health, and in individual cases it un- 
doubtedly prolongs life. 

The problem in the treatment of Hodgkin’s dis- 
ease has always been that the patient invariably 
reaches a stage when roentgen ray therapy is no 
longer effective. At this time the patient’s condi- 
tion is usually characterized by emaciation, fever, 
and the development of a moderate to profound 
anemia. Recent experience has shown that nitro- 
gen mustard therapy when then given will result 
in a remission. This is characterized by a subsi- 
dence of fever, a regression of the lymphadeno- 
pathy, hepatomegaly, splenomegaly, the cutaneous 
manifestations, and an amelioration in the patient’s 
symptoms. In my experience, such periods of im- 
provement persist from a month to a period of eight 
to ten months, and occasionally longer. It is not 
possible in any given patient, however, to predict 
with certainty the duration of such results. 

Of greatest importance is the possibility that in 
some patients, at least, when they become refrac- 
tory to the x-ray, nitrogen mustard therapy may 
resensitize them to further roentgen ray irradia- 
tion. Additional observations must be made, how- 
ever, before a more exact statement concerning this 
can be formulated. Experimental studies suggest® 
also that consideration be given to the plan that 
the disease be first treated with nitrogen mustard 
therapy and when the patient becomes refractory 
to this agent, then roentgen irradiation may be em- 
ployed. Any statement concerning the effectiveness 
of such a program of treatment must await further 
studies. 
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From our present experience it seems safe to 
conclude the following: (i) If nitrogen mustard 
therapy is withheld in patients with the disease 
who have become refractory to roentgen irradia- 
tion, then the physician is depriving such patients 
of a valuable therapeutic agent, even though the 
benefit derived from it is only transient. (2) It is 
of use in the occasional patient with Hodgkin’s 
disease in whom intensive roentgen therapy must 
be directed to the mediastinum, and consequently 
fibrosis of the lungs may develop. This, of course, 
may be avoided by means of nitrogen mustard 
therapy. (3) The fact that chemotherapy of this 
type has even a transient salutary effect, reopens 
for consideration the entire field of the treatment 
of the malignant lymphomas. If such a chemical 
can be produced which has as much effect as the 
nitrogen mustards now in use, then the possibility 
is great that improved and more beneficial com- 
pounds of a similar nature may be synthesized. 

The drug is given intravenously in distilled 
water in a dosage of o.i mg. per kilogram of body 
weight. This dose is injected every other day for 
four days but in no instance is the total dosage 
for the four injections permitted to exceed 24 mg. 
The original preparations caused considerable 
nausea and vomiting but the new nitrogen mus- 
tard derivative, S-K 136, although it may cause 
anorexia for twelve to eighteen hours, does not 
result in other gastrointestinal disturbances. It is, 
however, similar to other preparations in that it is 
prone to cause venous thromboses at the site of the 
venipuncture. This can be averted by injecting the 
material into the rubber tubing leading to the vein 
from the intravenous apparatus. 

The nitrogen mustards find their greatest use- 
fulness in the treatment of Hodgkin’s disease. 
They have been employed therapeutically with 
some success in chronic lymphatic and myelogen- 
ous leukemia, in polycythemia vera, and in lym- 
phosarcoma. The results attained are not as satis- 
factory, however, as those produced by irradiation. 
This form of therapy is of no value in the treat- 
ment of the acute leukemias. 


TREATMENT OF LEUKEMIA 

It is generally agreed that roentgen irradiation is 
the treatment of choice in all types of leukemia. It 
is of value, however, in the treatment of the 
chronic types only, as it is not effective and, in fact, 
it may be harmful in the acute varieties. Roentgen 


irradiation is ihe preferred therapeutic agent in 
the leukemias because it is readily available, the 
dosage is more accurately controlled, and extended 
experience over the past few decades makes it pos- 
sible to predict the results with greater certainty. 

In the past, in my opinion, there has been a ten- 
dency to make two errors when roentgen irradia- 
tion is employed in the treatment of the disease. 
They are: (i) The relapse is permitted to pro- 
ceed too far before treatment is administered, and 
(2) excessive irradiation may be given which may 
not only depress the abnormal formation of the 
white blood cells but also do injury to the red 
blood cell forming elements. It is probably not wise 
to permit the white blood cell count to rise above 
40,000 per cubic millimeter without applying treat- 
ment, and it should be given before this level is 
reached, if symptoms appear. There is general 
agreement that the “spray” or total body irradia- 
tion is superior in the treatment of patients with 
myelogenous leukemia, and the local treatment is 
more satisfactory in the patients with lymphatic 
leukemia. 


RADJOACnVX PHOSPHORUS 

R \dioactive phosphorus (Psa) has been employ- 
.ed in the treatment of chronic leukemia and is 
especially effective in patients with the myelogen- 
ous type. It is, in effect, another method of admin- 
istering total body irradiation. While it can be 
given orally, it is probably more effective when in- 
jected intravenously as this assures complete ab- 
sorption. When this form of therapy is used, the 
radioactive material is carried to the bones where 
the abnormal marrow is subjected to irradiation 
for a period of several months. The dose of radio- 
active phosphorus (Pae), which has a half-life of 
14.3 days, is 4 to 6 millicuries. It may be repeated, 
if necessary, in the same dosage, but not before a 
period of four months has elapsed. 

The results produced arc similar to those follow- 
ing the x-ray treatments. There is no special ad- 
vantage to radioactive phosphorus, however, ex- 
cept that the material is easily given and there is a 
complete absence of radiation sickness. On the 
other hand, it does require certain apparatus and 
experienced workers to handle it. Unless an effi- 
cient and practical method of dispensing the mate- 
rial is devised and put into effect, it will not be 
possible to treat a large number of patients with 
leukemia by this method. It should he empha- 
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sized, however, that the physician is not depriving 
his patient with leukemia o£ a form of therapy 
which is distinctly more efficacious than the roent- 
gen irradiation, if radioactive phosphorus is not 
administered. 


URETHANE IN THE TREATMENT OF LEUKEMIA 

Urethane (ethyl carbamate) was introduced in 
the treatment of chronic leukemia by Paterson and 
her associates*' in 1946. From the preliminary stud- 
ies, it was concluded that this drug produced an 
effect comparable to the x-ray. Although the exact 
mode of action is not clearly understood, it is be- 
lieved that the effect is produced by inhibiting the 
rate of mitotic cell division of the leukemia cells. 

Our experience in treating a group of patients 
with chronic leukemia, especially the myelogenous 
variety, has been gratifying. Our plan of therapy 
has been as follows: 0.32 gm. (5 gr.) of urethane 
in enteric-coated tablets has been used. The first 
, day of treatment this dose is given three times. On 
successive days the dose is increased to a total of 
4, 5, 6, 7, 8, and 9 such tablets daily, or a maximum 
total dosage of 3.0 gm. (45 gr.) a day, provided the 
patient can tolerate this amount. If this dose can 
be taken, it should be continued until the white 
blood cell count is within normal limits. In some 
patients, however, the development of gastroin- 
testinal symptoms prevents the ingestion of the 
maximum dosage and hence it becomes necessary 
to employ the maximum dosage tolerated which 
does not produce nausea and vomiting. In some in- 
stances the patient tolerates the medication better 
if it is given during or after meals. 

It has been our custom to continue with a dose 
of i.o gm. indefinitely unless the white blood cell 
count falls to an extremely low level. In general, 
it may be said that with this medication it requires 
between fifteen and ninety days, with an average 
of about twenty-one days, for the white blood cell 
count to return to normal. The leukocyte count 
should be determined every two to three weeks in 
order to control the treatment. 

It is not possible from our present experience to 
draw a final conclusion concerning the value of 
urethane in the treatment of leukemia. The results 
appear to be more satisfactory in myelogenous 
leukemia than in other varieties. It is a simple 
therapeutic measure which can be easily employed, 
but it does require that the patient continue under 
observation and the leucocyte count be determined 


at intervals. In a majority of our patients with 
chronic myelogenous leukemia, gratifying results 
were attained. With our present experience, it is 
not possible to state the average duration of the re- 
mission induced by the therapy. In one of our pa- 
tients it has persi.sied for over one year. The treat- 
ment does not appear to he of benefit in patients 
with acute leukemia, although in some instances 
the total white blood cell count is reduced. 


FOLIC ACID ANTAGONISTS 

Recently several compounds, closely related 
chemically to folic acid, have been developed which 
have the property of inhibiting its growth-promot- 
ing activities toward certain bacteria by interfer- 
ence with enzyme systems. These substances, on 
account of this peculiar characteristic, are called 
“folic acid antagonists” or “inhibitors.” The use of 
this unique property of the antagonists in the 
treatment of patients with leukemia was first em- 
ployed by Farber and his associates in 1948.^° Fol- 
lowing this report Bethell and his coworkers” 
treated a group of patients with leukemia and re- 
lated disorders with aminopterin, which is a folic 
acid inhibitor. 

It has been clearly established that in patients 
with myelogenous leukemia, aminopterin will 
usually cause a striking decrease in the granulo- 
cyte count of the peripheral blood and inhibit the 
myeloid activity in the bone marrow. With this 
there is often a notable decrease in the size of the 
spleen, and amelioration of the symptoms. When 
the antagonists are omitted in such patients, there 
is a rapid recurrence of the leukemic process with 
the associated symptoms. In one patient, Bethell 
and his associates” were able to reverse the action 
of the antagonist by the administration of large 
do.ses of folic acid. 


T he observations of the action of folic acid an- 
tagonists in patients with leukemia may be** 
summarized by the following statement. In pa- 
tients with acute leukemia there appears to be a 
wiping out’ of the marrow components with the 
main effect on the immature cells of the granulo- 
cyte series. The change appears to be one which 
tends to convert the condition to an aplastic ane- 
mia. The effect of the antagonists is not entirely 
beneficial, as some patients develop an alopecia, ul- 
cerative lesions in the mouth, and prolonged use 
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causes a depression in the formation of the try- 
throcytes. The possibility that some of these 
changes may be the result of the action of the an- 
tagonists on the other components of the vitamin 
B complex should be taken into consideration. 

At present, it is recognized that aminopterin 
definitely does not alter the course of patients with 
leukemia although promising results have been 
reported in children with the acute form of the 
disease. With the likely possibility that newer com- 
pounds may be produced, it is reasonable to as- 
sume that in the future more potent compounds 
with less harmful untoward effects may be de- 
veloped which will be much more effective agents 
in the treatment of the disease. 


PARA-AMIXOBENZOIC acid IX THE TREATMENT 
OF LEUKENflA 

It is of interest to note the studies of Zarafonetis 
and his associates^” which show that para-amino- 
benzoic acid will consistently reduce the white 
blood cell count in patients with chronic myelo- 
genous leukemia. When this preparation was ad- 
ministered orally in the form of 2 gm. of sodium 
para-aminobenzoatc every two hours there was a 
striking reduction in the total white blood cell 
count which was usually first apparent during the 
third week of therapy. With the discontinuance of 
the medication, there was a rapid rise in the leuko- 
cyte count which was again reduced by the re- 
sumption of therapy. Despite the remarkable re- 
duction of the total white blood cell count, there 
was no uniform or substantial clinical improve- 
ment in the condition of the patient or diminution 
of the symptoms. 

The mechanism whereby para-aminobenzoic 
acid causes this reduction in white blood cell count 
is not clear at present. It is apparent, however, that 
the effect is merely one in which the factors re- 
sponsible for this persistent elevation arc merely 
inhibited. This is indicated by the prompt rise 
which occurs when the therapy is omitted. 

The action of this substance in patients with 
myelogenous leukemia is of no practical value at 
present in the management of the disease. It is of 
importance, however, because continued studies 
may disclose new and significant information 
which will have a bearing on the disordered 
metabolism of leukemic cells and possibly other 
cells of a neoplastic nature. 


POLYCYTHEMIA 

The most commonly accepted current view con- 
cerning the etiology of polycythemia vera is that 
it is due to an excessive production of red blood 
cells attributable to an overactive bone marrow. 
The exact cause of the abnormality in bone mar- 
row function is a debatable one but my own per- 
sonal belief is that the condition is closely allied to 
leukemia and is, therefore, of a neoplastic nature. ’ 

T here are three useful therapeutic procedures 
which may be employed in the treatment of 
patients with this disorder. They are: (i) phle- 
botomy, (2) total body irradiation, and (3) use of 
radioactive phosphorus. 

Phlebotomy with the removal of 300 to 500 cc. 
every third day is useful in the treatment of pa- 
tients who are suffering from the acute symptoms 
of the disease. It is often necessary that a total 
amount of 1,500 cc. or more be taken in order to 
reduce the hematocrit reading to 50 per cent, which 
is the desirable level to which it should be reduced. 

In recent years it has been demonstrated that the 
roentgen treatment with total body irradiation is 
probably the most convenient as well as a highly 
effective method of therapeutic management of the 
disease. An average dose of 20 roentgens is given 
by the “spray” technic ever)’ other day until the 
white blood cell count is 4,000 per cubic millimeter. 
This usually requires a total dosage of between 100 
and several hundred roentgens. In a great majority 
of patients, a remission is produced by this form of 
therapy which persists for periods of six months to 
several years. 

Radioactive elements (P32) may be employed in 
the treatment of polycythemia vera with satisfac- 
tory but not superior results to those attained by 
roentgen irradiation. This form of treatment is 
merely another method of giving total body ir- 
radiation. This radioactive material has a half-life 
of 14.3 days. It may be given orally or preferably 
intravenously, and since it concentrates in the bone 
marrow, it can subject this tissue to irradiation for 
a prolonged period of time. 

We have found it safest to begin with a dose of 
4 to 6 millicuries and not to repeat it for a period 
of about four months. While the effect of this 
agent on the white blood cells is an immediate one, 
that is within a few days, it requires from two to 
three months to produce an appreciable reduction • 
in the hemoglobin and red blood cell count- It is 
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advisable, therefore, when treating with either phorus to first use phlebotomy for the relief of the 
“spray” roentgen ray or with radioactive phos- immediate symptoms. 
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AUREOMYCIN FOR TYPHUS 

A ureomycin therapy has produced good results in a case of recurrent epidemic typhus, according 
L to a report by Dr. Emanuel B. Schoenbach, Johns Hopkins University School of Medicine. Ad- 
ministration of the antibiotic was started on the sixth day of illness, w'hen the patient’s temperature 
was 103.6°?. Quick improvement resulted. Headache was diminished in twelve hours, fever was 
abated in twenty-four hours, and rash had almost disappeared in forty-eight hours. Six days after 
the aureomycin treatment was begun, the patient was discharged from the hospital with no symp- 
toms of the disease. In contrast, among 18 patients observed during the past ten years, fever was 
abated on the tenth to the sixteenth day of illness. 





THE PROGRESS OF MEDICINE 

Mural depicting the five main ages of man (Primitive, Greek, Dark Ages, Renaissance, and Modern) and 
his progress in the treatment of disease from primitive magic to the approach of modern science. This seven-foot 
panel will be shown at several medical conventions during the coming months by Burroughs Wellcome & Co. 
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G allbladder disease is a large subject and there 
. are many varied aspects which are avail- 
able for discussion. I will try to pick out 
some of the things which I believe are important 
and of particular interest to you. 

First, I want to call your attention to the ex- 
treme frequency of gallbladder disease. One of the 
best records which shows this frequency is a large 
series of autopsies, about 17,000 cases, reported by 
Robertson and Dochet of the Mayo Clinic, In this 
report they noted that 32 per cent of the women 
past the age of 40 had stones. Of course, there are 
a lot more who had gallbladder disease without 
stones, but I would like to point out that I am 
sure that of this 32 per cent, much less than one- 
third had symptoms which you could identify 
specifically as being of gallbladder origin. 

The disease is much less common in men; in 
fact, Robertson and Dochet found when they com- 
bined men and women in their series, they had 
only 22 per cent incidence of stones in patients past 
the age of 40. 

The symptoms and manifestations are well 
known, and I will not go over them except to em- 
phasize one or two points. First, the pain is a very 
important phase of the diagnosis. The dyspepsia 
so commonly seen in gallbladder disease is like- 
wise commonly seen in dozens of other diseases of 
the organs in the peritoneal cavity, and wc cannot 
use that as a very significant indication of the pres- 
ence of gallbladder disease. 

•Professor of Surgery and Head of the Department, University 
Illinois College of Medicine, Chicago. 

Presented November ii, 1948, before the meeting of the Inter- 
'Utc Postgraduate Medical .Assevrution of North America, Clcsc- 
land, Ohio. 


If you operate on patients w’ith stones or gall- 
bladder disease in the absence of pain, you can 
expect a large percentage of failures in your post- 
operative results. As a matter of fact, if you have 
no pain typical of a gallbladder right upper quad- 
rant pain, your incidence of good results will be no 
more than 6o per cent; if you have rather typical 
attacks of pain in the right upper quadrant radiat- 
ing posteriorly and stones present in the gallblad- 
der, you can depend upon 95 per cent good results 
in that scries. 


DIFFERENTIAL DIAGNOSIS 

In one case, the patient had rather typical upper 
quadrant pain. She was sent into the hospital with- 
out a cholecystogram. While in the hospital, a 
cholecyslogram was done, and to everybody’s sur- 
pri.se there was a highly concentrating gallbladder. 
Of course, that aroused everyone’s suspicion that 
the diagnosis was in error. The radiologist, being 
astute, saw something wrong in the vertebral col- 
umn and took a better film; he found that one 
vertebra was necrotic. The diagnosis was rather 
obvious — tuberculosis of the spine. 

This is only one of about a dozen or more dis- 
eases which can mimic exactly gallbladder disease; 
there are not very many diseases where errors arc 
made more frequently than in gallbladder disease. 
This is particularly true because gallstones and 
cholecystitis are so common that the clinician is 
apt to say, “Well, I find some stones so we must 
operate and get rid of these symptoms of <lyspci>- 
sia,” but perhaps the patient had an arthritis of the 
spine or a carcinoma of the colon or some other 
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disease, which, of course, is not relieved by chole- 
cystectomy; obviously, performance of cholecystec- 
tomy under such circumstances would be a very 
serious error. 

T.\BLE 1 

ISDIC-^TIONS FOP. OpeR,\T 10K IN GAL1-EI..HDDEP. DlIE.ASE 

I. Cho!ec>‘stkb or cholelithiasis v/ith symptoms 

а. Cholelithiasis svithout symptoms: 

If under .jy or 50 years of age 

3. Secondary disease in other organs: 

Hepatitis 

Pancreatitis 

Duodenal adhesions producing obstruaion, etc, 

3. Obstruction of cystic or common duct 

5. Tumor 

б . Trauma 

7. Miscellaneous causes: 

Fistula 

Stricture 

Ccingenital atresia 


INDICATIONS FOR 0PEIL\T10N 

What arc our indications for operation in gall- 
bladder disease.' In the first place, we must have 
cholecystitis or stones with symptoms; at least that 


is one indication (Table i). If you have stones 
without symptoms and the patient is under 45 or 
50 years of age, you are entirely justified, in my 
opinion, in advising operation, because if that pa- 
tient carries stones throughout life expectancy, 
meaning another twenty years, the danger of some 
complication is very significant. And remember, it 
is the complication of gallbladder disease which is 
the lethal factor and not gallbladder disease itself. 

If secondary disease in other organs is present, 
such as hepatitis, pancreatitis, adhesions around 
the duodenum producing obstruction, again we 
have a strong indication for surgical treatment, 
even though the patient is considerably past the 
age of 45 or 50. Also if the cystic duct becomes 
obstructed by stone or by inflammatory adhesions 
or if the stone drops in the common duct, again 
you have very strong indications for operation and 
you can justifiably insist upon surgical relief in 
those patients. 

T lmor is an indication if you can make the 
diagnosis. How often can we make a preoper- 
ative diagnosis correctly of tumor in a gallbladder? 
Occasionally you do see papillomas showing up as 
defects. Very seldom indeed can you make a diag- 
nosis of carcinoma of the gallbladder, because the 
function of the gallbladder becomes destroyed 
early in the disease, and perhaps it was already de- 
stroyed because stones are usually present in car- 
cinoma of the gallbladder. Accordingly the gall- 
bladder will not concentrate the dye and the tumor 
cannot be demonstrated as a filling defect, as is the 
case with stones. 

Trauma, of course, is a justifiable indication. In 
addition, there are miscellaneous causes such as 
fistulas, strictures, atresia, and so forth. 

In Figure i are shown two gallbladders which 
illustrate two points; They w'ere removed within 
a few days of each other, one being about the 
largest I had ever seen, the other the smallest. 
There was a little thickening of the dome in the 
large gallbladder; that is all there %vas abnormal in 
that gallbladder. The patient’s symptoms were 
typical of gallbladder disease wfith stones. She re- 
turned six months later with a mass in the right 
upper quadrant; was operated a second time and a 
carcinoma was found. Originally the surgical path- 
ologist’s section came back as cholecystitis, but 
when we looked again we found a few cells svhich 
'vere rather obviously carcinoma, and after cutting 
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Figure I. The gallbladder in the upper part of the illustration was unusually large. It 
was removed from a patient with rather typical gallbladder colic. The thickened area in the 
dome is an early carcinoma. In spite of the fact that this tumor was prcsum.'ibly very early, 
metastases developed and the patient died about one year later. The gallbladder in the lower 
part of the illustration was unusually small and removed from a girl 16 years of age. 


more sections we found a definite, small, early car- 
cinoma. This patient, however, went on downhill, 
in spite of the fact that we removed this nodular 
mass from, the edge of the liver, and she died a 
year later. 

The small gallbladder was removed from a 
young lady 16 years old. She had several att.ncks 
of appendicitis of a mild type, and appendectomy 
was done between attacks, and this was found. 
This gallbladder was removed, and I say very 
justifiably, although there were no symptoms refer- 
able to gallbladder disease. 

CASE rRESENTATION'S 

I wish to present two patients who svill bring 


out several points of considerable importance. The 
first one is a lady 52 years old. She has attacks of 
pain and colic in the right upper quadrant. Past 
iiistory; usual disca,scs of childhood. In 1925 she 
had a cervical polyp removed which proved to be 
malignant. This was followed by hysterectomy. 
There have been no indications of recurrence since. 
The menstrual history began in 1919. She is the 
mother of 4 children. She has, of course, surgical 
menopause. There is nothing of importance in her 
family history. In January of 1948 the patient had 
the first of several attacks of pain in the right up- 
per quatlrant. They were brought on by the in- 
gc.stion of pork, anil consisted of rather sudden, 
severe pain in the right upper quadrant referred 
to the right shoulder. The attacks were quite severe 
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and the patient assumed the position of leaning 
over the back of a straight chair in an attempt to 
relieve the pain. Following the attack there was no 
jaundice and the stools were cholic. X-ray exam- 
ination was made between attacks and a function- 
ing gallbladder was found, with several large 
stones. These four shadows inside the gallbladder, 
which has fair concentration, show up very de- 
cisively and the diagnosis of cholelithiasis cannot 
be in error. 

What is the cause of her pain.' In the first place, 
it is not a diseased gallbladder in the ordinary 
sense of the word. If you looked at the gallbladder 
grossly it would appear practically normal. The 
wall would be thin and you would have no inflam- 
matory disease. If one of these large stones were to 
drop down into the ampulla of the gallbladder, 
chat is near the cystic duct, it might obstruct the 
cystic duct, and you would then have pain pro- 
duced by obstruction. We are convinced that ob- 
struction of the cystic duct is one of the major 
factors in the production of pain, but of course not 
the only one. 

I would not expect anything in her common 
duct, for two reasons: she has had no history of 

undice, and these stones are large — too large to 
down through the cystic duct. 


W HAT should we tell this patient.^ Assuming 
chat all of her other data are negative, the 
blood pressure, urine, and so on, we would recom- 
mend operation for two reasons: first, she has had 
several mild attacks of pain; second, she has stones. 
It is true that she might say these attacks of pain 
are not so severe but that she can tolerate them, 
and nobody can predict just when she will have 
another attack. 

We would say also that you might have some 
slight danger of development of carcinoma in a 
patient carrying stones around for twenty, tsventy- 
five, or thirty years. We do not know when those 
stones developed, but if she lives her normal life 
expectancy she has approximately seventeen more 
years. If you will go over the series of reports in 
the literature you will find that now there is agree- 
ment that there is carcinoma in about 4 per cent of 
proved cases of stones, at least as found at autopsy. 
So I out of 20 patients with stones at autopsy also 
has carcinoma of the gallbladder. When you apply 
those figures you begin to get a little worried, 
because carcinoma of the gallbladder is a vicious 



tumor for which there is no satisfactory treatment, 
at least with expectation of cure. ■ 

Now that we know that the mortality rate fol- 
lowing cholecystectomy in a simple case like this is 
under i per cent, we are really, then, weighing i 
per cent versus 4 per cent, and the scale tips rather 
heavily toward the side of cholecystectomy, assum- 
ing, of course, that the patient has several more 
years to live. If, however, she were 65 years old, 
had a blood pressure of 200, and a lot of albumin 
in the urine, I would say let this patient alone and 
take the risk of carcinoma or obstruction of the 
common duct, because we do not want to run the 
risk of fatality following an operation in the pres- 
ence of hypertension. Obviously a patient with 
hypertension and severe kidney damage is endan- 
gered a great deal by cholecystectomy. The mor- 
tality rate would be as high as 10 per cent, perhaps 
higher, in that group. Your mortality rate from 
operation would be greater than the incidence of 
carcinoma or any of the complications of gallblad- 
der disease. 

This patient is not very anxious to have an oper- 
ation. What danger is there if she delays or re- 
fuses.' I have already discussed some of the dan- 
gers. There is not a great deal of danger of her 
getting a hydrops and empyema at the present 
time, although one of those large stones could 
drop down and obstruct. So that all we can say is 
that we advise operation; we rather insist that she 
have it, but we cannot tell her it is absolutely es- 
sential, as Ave can perhaps in the next patient. 

This next patient is 46 years of age and was ad- 
mitted to the hospital on October 27, 1948, with 
a history of severe right upper quadrant pain 
which was sudden in onset following the eating 
of chicken ten days prior to admission. This was 
accompanied by marked nausea, anore.xia, and 
vomiting. The pain was colicky in nature, did not 
radiate, but continued for one week, with nausea 
and vomiting. 

DR. cole: Tell us how bad that pain was. 

p.atient: It was very bad. 

DR. COLE; Did you have to have some medicine 
for it? 

patient: I had to have the doctor. He made an 
injection. 

DR. cole: Did that relieve you.? 

patient; Oh, yes. Then he gave me a brown 
tablet to use, and the pain went then. 

DR. cole: But if you had not had the medicine 
would the pain ha\e been unbearable.' 
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Figure 2. Patient had 
jaundice of varying inten- 
sity for a period of three 
years. A stone was found in 
the common duct. (From 
Cole in Winoh A/. /.). 



atient; It was an awful p.iin, awful pain. I was 

niting all the time, too, because of pain 

R. coIe: Thank you very much. She had a rad - 

typical attack of gallbladder disease o . 

iracter, which gives still more assurance 

uble is arising from the gallbladder. 

rhis patient noted chalky .stools, ^ - 

,uld say light tan, of about one 

le urine was dark in color during that nine. She 

i not think she had any fever. . , 1 

During the few rublea her’a 

d severe pruritus, and that n „n,lirr -li- 

tat deal. But she did not "otice ,.™nd.cc. •.> 
JUgh she said her eyes were s 
they were a little bit yel • 

■y of hematemesis or melena. mere 

marked aversion to [“"V ^i|,r a,iack last 

The patient thinks she h. * .,Hmission. 
ar and one seven years prior ° f„r 

The physical exammatioi l.ihor.itory 

slight icteric tinge to the ■ ■ <ii(Icrcn- 

aminntion shows 8,000 white cells. 


rial is normal; there is an icterus index of 12; 
urine is negative. An icterus index of 12 is on the 
borderline and certainly is not indicative of gross 
jaundice; you have to call that latent jaundice. 

The x-rays reveal no shadow, which is just as 
conclusive from the standpoint of diagnosis as if 
we saw stones, because when the cholccystogram 
sliows no shadow you have 100 per cent assurance 
that there is gallbladder disease, particularly if you 
can prove that the patient got the dye and did not 
vomit it, and if she had a double dose, whicli this 
patient had. 

The next d.ay after one visualization attempt, 
she had a double dose of dye, and tills likewise 
sliosved nonvisualization. so wc know with no 
chance of error tliat this patient has a diseased gall- 
hladder; in fact, it is diseased so much that it is 
thrown out of function. 

What would be the advice here? In the first 
place, tier c.xamin.-itioti now reveals only slight ten- 
derness in the right upper quadrant, althoii.eli 
when site liad lier attack she complained th.at il'C 
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pain was present in the epigastrium and, in fact, 
slightly to the left. 

Is this pain solely of gallbladder origin? That is 
a hard question to answer. In reality I think that 
in many of these patients the pain is also of pan- 
creatic origin. In other words, there is a pancreati- 
tis very commonly associated with gallbladder dis- 
ease, particularly when stones are present. 

r would predict that about 75 per cent of patients 
with pancreatitis also have gallbladder disease, and 
those figures represent justification for advising sur- 
gical treatment of gallbladder disease when you 
have a pancreatitis, even though you may have no 
symptoms of cholecystitis. Keep that point in mind. 
If you have pancreatitis and a diseased gallbladder, 
I think, barring exceptional cases, you have perfect 
justification for removing the gallbladder, because 
pancreatitis is a severe disease which has devastat- 
ing effects; it tends to be recurrent, and it is a dis- 
tinct threat to life. 

This patient may have complication of slight de- 
gree which would be added reason for advising 
operation. Of more importance than that is the fact 
that she has had slight icterus with severe itching. 

We might ask, could this mild jaundice be as- 
sociated with hepatitis? We know that hepatitis is 
a very common accompaniment of gallbladder dis- 
ease. But my answer to that in this case is no. I 
do not think that hepatitis is the cause of her jaun- 
dice, because she had no fever or evidence of acute 
inflammation accompanying her attack. If she had 
had fever of 103 °F. with a lot of tenderness and 
muscle spasm and other evidences of chemical or 
bacterial inflammation, I would then say that she 
might have had enough hepatitis to produce slight 
jaundice. 


W HAT is our advice to this patient? It is very 
strongly in favor of surgical treatment. In 
the first place, I am quite convinced that she has or 
had a stone in her common duct. We do know 
that small stones can get into the common duct or 
can arise there and be passed through the sphincter 
of Oddi. Most of them are not passed. They may 
lodge in the sphincter for a few days and then 
drop back, as I would conclude happened in this 
case— a stone lodged against the sphincter produc- 
ing probably a partial obstruction, and now it has 
dropped back out of position so that she has no 
symptoms and no evidence of jaundice. 

I would likewise say that she should have her 


common duct opened, even though you cannot 
feel a stone. There might be an exception to that. 
For example, if you looked at this common duct 
and saw a duct of normal size and with normal 
wall without thickening, I would say perhaps that 
the stone had passed on out. I cannot give you at 
this time a definite statement as to what I would 
do if that picture presented. I would want to see 
that patient and would want to be there and go 
over those data myself, but I have on one or two 
occasions failed to open the common duct, and as 
far as I know I have never regretted that, even 
though there was a history of jaundice. 

Commonly, when you have a history of jaundice 
it will be due to other things, at least possibly due 
to other diseases. The most common explanation 
of jaundice is not obstruction of the common duct 
by stone, but virus hepatitis. If the patient presents 
herself with a mild pain in the right upper quad- 
rant, a history of having had jaundice of two or 
three weeks’ duration, perhaps six months previ- 
ously, and had no pain at that time, the diagnosis 
is in reality a virus hepatitis and not obstruction of 
the common duct by stone. Operation in that case 
might be a serious error, even though that gall- 
bladder revealed no shadow. The whole difficulty 
may have been caused by a virus hepatitis and not 
primarily by the gallbladder. 

Still another patient illustrates a very important 
point (Figure 2) ; She had jaundice for three years 
off and on. At first we thought she had a car- 
cinoma of the pancreas, but the fact that she had 
slight alternation of her jaundice with cholic stools 
now and then made us suspect that that diagnosis 
was wrong and we thought she deserved a lapar- 
otomy. At laparotomy we found the duodenum 
plastered against the gallbladder. There was a fis- 
tula between these two organs. Obviously some 
stones had eroded through into the duodenum. 
The gallbladder was nothing but a fibrosed nub- 
bin. We found a large stone in the common duct. 
We opened the duct, took out the stone, put in a 
T-tube, and she got well. What a tragedy it would 
have been if we had sent her home with a diag- 
nosis of inoperable carcinoma. 

Sometimes you cannot get those stones out 
through the opening in the common duct, but 
must open the duodenum and perhaps dilate the 
sphincter and remove the stones manually, closing 
the duodenum in a transverse fashion. 

I have already referred to the indications for 
opening the common duct. Of course they are very 
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Figure 3. Temperature reaction in a patient with suppurative cholangitis. Penicillin was inffective in reliev- 
ing the chills and fever but drainage of the common duct resulted in almost immediate subsidence. 


TABLE 2 

Indications for Opening Common Duct 

1. Palpable stone or tumor in duct 

2. Dilated duct 

3. Thick wall 

)jundicc at time of operation 

(History of jaundice not sufficient indication unless virus 
hepatitis can be excluded) 

important, if you have a palpable stone or if you 
have a dilated duct or thickened wall, or jaundice 
at the time of operation (Table z). A history of 
jaundice previously is not sufficient, particularly if 
you do not have pain with the jaundice. 

The other patient with a stone in the common 
duct, as illustrated in Figure 2 , did not have much 
pain; she was one of the exceptions. About 20 per 
cent of patients with obstruction by stone will not 
have pain except perhaps during the first day or 
two. Most of them will have slight pain at the on- 
set. After that the pain disappears and they really 
have painless jaundice, and that can mislead you. 


SUPPURATI\-E CHOLANGITIS 

A COMPLICATION which is of great importance, 
. because you must use your judgment in treat- 
ment, is suppurative cholangitis. A patient had 
jaundice of about a week’s duration, a fever of 
102® F., and chills. I am now convinced that 
chemotherapy is of no value in suppurative cholan- 
gitis. However, streptomycin in one case really 
cured a situation which persisted after we had 
drained the common duct, and in that case I think 
she probably had small abscesses in the liver. 

Figure 3 shows an unusually good response to 
drainage. The temperature, as you see, dropped pre- 
cipitously to normal after the common duct was 
opened and drained. We do not expect quite as good 
a result in every case. We expect it to take a couple 
of days for the temperature to drop, but indeed the 
results of drainage of the common duct in suppura- 
tive cholangitis are remarkably good, and 1 am 
strongly in favor of drainage, although I know some 
physicians think they can treat it medically. 



SCIENTIFIC EXHIBIT 


The Therapeutic Uses of Penicillin Aerosol 

The Application of Nebulized Penicillin and 
Other Aerosols in Broncho -Pulmonary Disease 

ALVAN L. BARACH, BETTINA B. GARTHWAITE AND HYLAN A. BICKERMAN 

COLUMBIA UNIVERSITY— PRESBYTERIAN MEDICAL CENTER, NEW YORK CITY 


BIOLOGIC RATIONALE FOR PENICILLIN AND 
OTHER ANTIBIOTIC AEROSOLS 

1. High local concentrations on the bronchopulmonary surface 
as demonstrated by the high sputum levels of the drug employed. 

2. Simultaneous provision of effective blood levels. 

3. Elimination of infection caused by relatively resistant organ- 
isms as in bronchiectasis, pneumonitis and lung abscess. 

4. Provision of high local concentrations in the mucous mem- 
branes, such as those of the nasal accessory' sinuses not accomplished 
by systemic penicillin. 

5. Effectiveness and feasibility' for long continued administration 
as in bronchiectasis. 


DISEASES IN WHICH NEBULIZED PENICILLIN MAY HAVE 
THERAPEUTIC VALUE BEYOND THAT ACCOMPLISHED 
BY SYSTEMIC ADMINISTRATION 


1. Sinusitis, acute and chronic. 

2. Bronchiectasis. 


3. Lung abscess. 

4. Pneumonitis and bronchitis due 
to highly resistant organisms. 
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CLINICAL RESULTS WITH PENICILLIN AEROSOL IN BRONCHOPULMONARY AND SINUS DISEASE 




Improvement Due to Penicillin Aerosol 

Diagnosis 

.Vo. Cases 

Marl^ed 

Moderate 

Slight or None 

Bronchiectasis 

41 




Bilateral, advanced 

34 

9 

U 

12 

Preoperative 

3 

2 

I 

0 

Minimal 

4 

3 

I 

0 

Lung Abscess, acute 

5 

3 

0 

2 

Lung Abscess, chronic 

3 

I 

0 

2 

Bronchitis, chronic 

-5 

■4 

7 

4 

Sinusitis, acute 

15 

8 

3 

4 

Sinusitis, chronic 

105 

29 

40 

36 

Bronchial Asthma 

91 

16 

to 

56 

Pulmonary Emphysema 

86 

20 

■9 

47 


METHOD OF TREATMENT 
Bronchopulmonary Infections, Acute and Chronic Sinusitis 


MOUTH INHALATION 

The open end of the Y tube is closed by a finger during inspiration and 
opened during expiration so that penicillin is nebulized during the inspiratory 
cycle only, generally at a flow of 6 to lo liters of oxygen per minute. Spraying 
the throat with water from an atomizer before and during the inhalation mav 
prevent throat irritation. Rinsing the mouth with water during treatment may 
prevent reddening or blackening of the tongue. 

The demand valve results automatically in a delivery of oxygen and, there- 
fore, nebulizes penicillin during inspiration by a slight lowering of negative 
pressure within the mask; generally employed with a flow of to liters of oxygen 
per minute. 

Dosage usually recommended is 50,000 to 100,000 units followed by 0.5 cc. 
rinse, four to five times daily. 
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NASAL INHALATION IN CONJUNCTION WITH INTERMITTENT 
NEGATIVE PRESSURE 

The open end of the venturi is closed by a finger so that penicillin is nebu- 
lized for four breaths. The finger is then released and the patient swallows, 
creating a negative pressure of approximately 6o mm. Hg. in the nasal passages 
and antra, with an oxygen flow of 6 liters per minute with the glass venturi and 
10 liters per minute with the metal venturi tube. The procedure is repeated until 
the penicillin solution is completely nebulized. 

• Dosage usually recommended is 50,000 units in i cc. normal saline, fol- 
lowed by 0.5 cc. rinse, four times daily. 


negarive pressure 
sinus apparatus 



r 


BLOOO LEVELS AFTER 50,000 UNITS PENICILLIN AEROSOL 


Method of Administration Mo. Tests i f,rs 


Cold, dry aerosol, 
calcium penicillin 

9' 

O.IO 

o.oS 

0.04 

Warm, humidified aerosol, 
calcium penicillin 

37 

o.u 

O.Il 

o.oG 

Cold, diy' aerosol, 
crystalline sodium 

8i 

0.16 

o.u 

0.06 

Warm, humidified .leroso!, 
cry’staUinc sodium 

M 

o.i8 

o.iG 

O.IO 


•iPlTVM PLNICILUN LfA'ELS 



Dojaec 

Sputum Volume 

Sputum Penicillin 

Method 

Mo. Tests (Units) 

(ee.) 

Level (Units fee.) 


1 5 200,000-400,000 

2-XOO 


Imr.'imuscular 

27 240,000-800,000 

2^-285 

0 
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Blood level mcgjce. 


PENICILLIN AEROSOL — MASK NEBULIZER TECHNIC 


No. 

Tests 

Dosage 
(24 hrs.) 

sputum Vol. 
(cc.) 

Sputum Penicillin 
Level (U jcc.) 

Urine Penicillin 
Level (U jcc.) 

2* 

200,000 

830 

0.5 

4 

I 

300,000 

150 

32 

,8 

2* 

4OO3OOO 

50 

15 

73 

2* 

500,000 

397 

245 

20 

I 

500,000 

290 

10 

32 


MASK NEBULIZER TECHNIC WITH DEMAND VALVE 


i 

150,000 

192 

20 

0.4 

i I 

300,000 

160 

40 

4 

1 

400,000 

50 

32 

5 

1 I 

1 

500,000 

144 

80 

32 


*Two tests on same patient 


STREPTOMYCIN AEROSOL 
MOUTH INHALATION APPARATUS 


o.^ gm. in 2 cc. distilled water, with i cc. rinse 
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No. 

Tests 

Dosage 

(24/irs.) 

Sputum Sputum 

Volume Level 

(24hrs.) (24 hn.) 

Urine Level 
(24 hrs.) 

Blood Levels 

Streptomycin aerosol 
with mask nebulizer 
technic 

12 

2gm. 

14-1050 cc. 0-450 mcg/cc. 

0-200 mcg/cc. 

4 tests: 

Yz hr.— 3.9 mcg/cc. 
2 hrs. — mcg/cc. 



4 gm- 

37-63 cc. 30-66 meg fee. 

60-166 mcg/cc. 

I test: 

I hr. — 7.5 mcg/cc. 

Streptomycin aerosol 
mask nebulizer tech- 

4 

2 gm. 

144-1200CC. 0-320 mcg/cc. 

12-250 mcg/cc. 


nic with demand 
valve 

1 

4 gm. 

50 cc. 400 mcg/cc. 

110 mcg/cc. 

I test: 

Yz hr. — ^25 mcg/cc. 
2 hrs. — 5 mcg/cc. 

Streptomycin by intra- 
muscular administra- 
tion 

'3 

2-3 gm. 

0 


3 tests: 

I hr. — 33 mcg/cc. 

2 hrs. — 25 mcg/cc. 

3 hrs. — 17 mcg/cc. 



Mouth Breathing 


SULFATHIAZOLE LEVELS 
WITH MASK NEBULIZING 
TECHNIC 


Blood Levels 



3'9 



SULTATHIAZOLE LEVELS AVITH MASK NEBULIZING TECHNIC 


zoo 

ifio 

Uo 

WO 

120 



Sputum levels 


BLOOD ABSORPTION CURVES AVITH MASK NEBULIZING TECHNIC 


^veroQe of 9 individoof runs 

UehuVtzer lO Fine pcrJicle sire moss meon rodius * 2.3/* 

-Jcbu)/zer '‘lb Fine porficic size moss meon rodius = 2.6y.* 

l^uTizer 2. Moderate particle size^rnoss meon rodius * 3-1 /*■ 


o 


o 


5 cc. Combisul (5% sulfathiazole-^y s^Ifadi^7in^-^ A' j 

on. i„hal.u„„ *™„d vJve „ S-.o ii,L oxygen 




AVERAGE SULFATHIAZOLE LEVELS AFTER INHALATION OF 5 CC. 5% SODIUM 
SULFATHIAZOLE WITH MOUTH NEBULIZER TECHNIC 

No. 

Tests 

Blood 
t hr. 

No. 

Tests 

Sputum No. 
2-4 hrs. Tests 

Urine 

2-4 hrs. 

39 

1.13 

mg. % 

32 

15.32 32 

mg. % 

30.16 
mg. % 


AVERAGE SULFATHIAZOLE LEVELS AFTER INHALATION OF 10 CC. 5% SODIUM 
SULFATHIAZOLE WITH MASK NEBULIZER TECHNIC 



No. 

Tests 

Blood 
/ hr. 

Sputum 

0-2 hrs. 

Urine 

0-2 hrs. 

Breathing through 

27 

0.21 

78.7 

5-4 

nose and mouth 


mg.% 

mg.% 

mg.% 

Breathing through 

27 

0.45 

136.6 

4.8 

mouth only 


mg.% 

mg.% 

mg.% 


CASE REPORTS 


BRONCHIECTASIS 

Bronchogram : Cylindrical bronchiec- 
tasis of left lower lobe. Female, 29 years, 
had failed to improve clinically with 
prevdous course of 000, 000 units intra- 
muscular penicillin in twenty-five days. 


/; 

Marked clinical improvement on con--*' 
tinuous penicillin aerosol treatment 
50,000 units three times daily for ten 
weeks preoperatively. 


Uneventful lobectomy and postoperative 
course one year ago without sequelae. 


Sputum culture: Before treatment — 
streptococcus hemolyticus, streptococcus 
anhemolyticus, staphylococcus aureus. 
After treatment — eschcrichia coli. 
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ACUTE LUNG ABSCESS 


Female, 40 years, treated with combined intramuscular (1,440,000 units) 
and aerosol (3,000,000 units) penicillin for twelve days with some x-ray 
clearing of pneumonitis and decrease in size of abscess cavity. Substitution 
of helium-oxygen mixture to nebulize penicillin during following thirteen 
days, with total of 3,250,000 units aerosol and 1,920,000 units intramuscular 
penicillin resulted in more rapid and more complete x-ray clearing, with 
slight persisting fibrosis but no residual lung abscess. 

Complete x-ray clearing on film taken five weeks after hospital discharge. 
Sputum culture; Before treatment — streptococcus viridans, staphylococcus 
aureus. During and after treatment — aerobacter aerogenes. 



CHRONIC SINUSITIS 


Male, 15 years, treated with penicillin aerosol and negative pressure, 50,000 
units two or three times daily for eleven days. X-rays revealed clearing of 
the ethmoids and both antra. 

Patient remained asymptomatic for over six months when he had an acute 
fiarc-up of sinusitis and was treated with penicillin aerosol and negative 
pressure, 50,000 units two or three times daily for ten days. 

Marked x-ray clearing of right antrum and moderate clearing of left an- 
trum. Marked symptomatic improvement, sustained for past eighteen 
months. 

Throat culture: ffefore treatment— staphylococcus aureus. After treatment 
— acrobacter acrogenes. 
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CHRONIC SINUSITIS 

Male, 33 years, treated with penicillin aerosol and negative pressure, 50,000 units four times daily for 
three weeks. X-ray showed complete clearing of sphenoid sinuses twelve days after institution of ther- 
apy. Marked symptomatic improvement for nvo months when patient had acute flare-up of maxillary 
sinusitis, although sphenoids remained clear. Treated with penicillin aerosol and negative pressure 
50,000 units, four times daily for ten days. Moderate x-ray clearing at end of course; marked sympto- 
matic improvement sustained for over six months. Sputum culture: Before treatment — streptococcus 
viridans. After treatment — aerobacter aerogenes. 


3 ^ 


BRONCHIECTASIS, BRONCHIAL ASTHMA, PULMONARY EMPHYSEMA 
Male, 22 years, chronic respiratory invalid showed striking sustained clinical improvement since con- 
tinuous penicillin aerosol therapy was started two years ago with dosage of 50,000 units four times 
daily. Recently treated for two weeks with streptomycin aerosol, i gram daily, combined with usual 
dosage of penicillin, without further change. X-ray clearing of areas of pneumonitis and moderate de- 
crease in extent of peribronchial infiltration, despite permanent structural damage and increase in size 
of cystic areas in right lower lung field. Sputum cultures: Before treatment — streptococcus viridans. 
During treatment — escherichia coli (no growth while on streptomycin plus penicillin). 
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( Opposite poge and above) SUPPURATIVE PNEUMONIA 

Male, i6 years, entered hospital with suppurative pneumonia of RML, and some involvement of both 
lower lobes. Treated with total of 8 million units intramuscular penicillin in first three and one-half 
weeks, combined with penicillin aerosol (total 5 million) in the latter two weeks, followed by one week 
of aerosol alone. Definite clinical improvement. Repeat bronchoscopy revealed a nonaerating RML- 
penicillin aerosol administered for three and one-half weeks, doubling dosage and using helium-oxygen 
mixture for nebulization (total to million units). Neosynephrin, i per cent, inhaled prior to each" treat- 
ment. Patient became asymptomatic; bronchoscopy revealed a patent rim bronchus, and lipiodol now 
penetrated into the RML without evidence of abscess cavity or bronchiectasis. Sputum culture: Before 
treatment— staphylococcus albus. After treatment— escherichia coli. 



ACUTE AND CHRONIC SINUSITIS 

Female years, treated with single d.aily inhalations (40,000) units for a total of , 
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(Opposite SUPPURATIVE BRONCHOPNEUMONIA, BRONCHIAL ASTHMA. 

page) CHRONIC BRONCHITIS, CHRONIC SINUSITIS 

Male, i6 years, had responded with marked impro^'cmcnt to sinus peni- 
cillin aerosol combined with intermittent negative pressure one and on^ 
half and one year previously. Present admission for severe bronchopneu- 
monia caused by hemolytic staphylococcus aureus, which showed \‘cry 
little response to a regimen of intramuscular penicillin for three weeks, 
dosage raised to four million units daily in the latter ten days. Pcnidllin 
resistance of organism was five units per cc. Substitution of continuous peni- 
cillin aerosol in dosage of only one million units daily for seven da^’S re- 
sulted in striking clinical improvement, moderate x-ray clearing, and da:- 
appearance of staphylococcus aureus on sputum cultures and broncho 
scopic aspiration, escherichia coli predominating. Staphylococcus aurrus 
reappeared when aerosol was stopped, but disappeared again on fftdaien 
of penicillin aerosol, 100,000 units four times daily for eighteen days. Chest 
x-ray showed a residual diffuse Bbrosis and enlarged node in left hUr 
region, although patient has remained fairly well at home for past ech: 
months. 



CHRONIC SINUSITIS 

Male, 50 years, treated with penicillin 
aerosol and negative pressure, 25,000 
units two or three times daily for four- 
teen days. 

X-rays revealed initial increased involve- 
ment of left antrum with subsequent 
appreciable clearing. 

Clinical improvement has been sust.ained 
for past fifteen months. 

Sputum culture; Before treatment— 
staphylococcus aureus-strepiococcus an- 
hemolyticus. After treatment— strepto- 
coccus virldnns. 
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EXPERIMENTAL 


Cafergone For Relief of Headache 

ROBERT E. RYAN 

ST. LOUIS 


T he agent Cafergone is a preparation containing i 
mg. ergotamine tartrate and too mg. of caffein. 
Ergotamine tartrate is not a new drug so far as 
the subject of headache is concerned. It has been used 
for many years and has been very successful in abort- 
ing acute attacks of migraine. The preparation also 
contains caffein which has been used for the relief of 
headaches principally in combination with acetophen- 
etidin and acetylsalicylic acid. 

A previous report of the new product was made by 
Horton, Ryan, and Reynolds^ early in 1948. The pur- 
pose of this report is to evaluate further the merits of 
the product in regard to the relief of certain types of 
headaches. 


RESULTS 

Of the 62 patients who were treated with Cafergone 
46 or 74 per cent received excellent results; 6 or 9 per 
cent obtained some (good) results, and 10 or 17 per 
cent did not obtain any results at all (poor). As stated 
previously the toxic symptoms were all of the abdominal 
distress type. 

Some of the patients included in this report were so 
enthusiastic about the relief obtained from their head- 
ache attacks with Cafergone that they wanted to use the 
preparation habitually at certain hours of the day when 
they usually had their attacks. This, of course, was dis- 
couraged. All of the patients who experienced excellent 


TABLE ] 


Administration of Cafergone in Cases of Headache 


TYVtS OF HEADACHE 

CASES 

SIDE EFFECTS 

RESULTS 

EXCELLENT* 

I GOOD** 

POOR*** 

Migraine 


3 

32 

3 

5 

Histaminic cephalgia 


2 

9 

i ^ 

I 

Tension 

IliDlllil 

0 

5 

I I 

4 

Total 

1 62 ! 

5 i 

1 46 

1 6 

i 10 


‘Complete relief of symptoms. 

“Partial relief of severity and duration of symptoms. 
‘•‘Little or no relief of symptoms. 


It should be pointed out that the best average dose of 
this product was found to be two tablets, not one. It 
might, therefore, be best for the manufacturer to have 
each tablet contain 2 mg. of ergotamine tartrate and 
200 mg. of caffein. Another important factor in admin- 
istration of this agent is to take the tablet at the onset 
of the attack of headache. If the tablet is taken after the 
headache is very pronounced, usefulness of Cafergone 
is very much less effective. 

A very small percentage of the cases covered in this 
report experienced toxic symptoms. All of these toxic 
symptoms consisted of nausea and abdominal cramps 
and distress. Those experiencing nausea did not have 
any vomiting. Results obtained with Cafergone are 
shotvn in Table i. 


results carried these tablets with them everywhere and 
would not dare part with them. 

Cafergone is not a cure of the types of headaches 
studied in this report or of any other type of headache. 
However, it definitely seems to be an excellent prepara- 
tion to use to abort headaches, especially those of the 
migraine and histaminic cephalgia types. In other types 
of headache the results are not as favorable, but any 
preparation which can help in the treatment of migraine 
and histaminic cephalgia should be well received. 

REFERENCE 

1. Horton, B. T., Ryan, R. E., and Reynolds, J. L.; Clinical 
observations on the use of E.C.-iio; a new agent for the 
treatment of headaches. Proc. Staff Meet., Mayo Clin. 5:105- 
108 (March 3) 1948. 
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The Medical Boobnan 


PSYCHIATRY IN GENERAL PRACTICE* 


Macbeth: How does your pattern, doctor? 

Doctor: Not so sic\, my lord. 

As she is troubled with thick.-comitrg jancies 
That \e€p her from her rest. 

Macbeth: Cure her of that. 

Carrst thou not minister to a mind diseas'd, 
Pluc\ from the menrory a rooted sorrow. 

Raze out the written troubles of the brain 
And with some sweet oblivious antidote 
Cleanse the stuff d bosom of that perilous stuff 
Which weights upon the heart? 

Macbeth: Act V, Scerte Hi. 

P SYCHIATRY has been catapulted from a posi- 
tion of relative obscurity into one of great and 
sometimes embarrassing prominence in recent 
years. There is still need for a book which will 
provide medical men specializing in other fields 
and the general practitioner with a well charted 
map in the confusing territory of psychiatry, with- 
out causing the nonpsychiatrically trained practi- 
tioner to stumble and fall over the psychiatry- 
language barrier. 

To rephrase in the language of the author, “This 
volume is an attempt to lift psychiatry out of the 
realm of terra incognita for those whose primary 
efforts arc spent in other fields. It is the author’s 
firm belief that most of preventive psychiatry lies, 
and will continue to remain, in the hands of the 
general practitioner. This is so because the total 
number of psychiatrists, even if evenly distributed 
throughout the country, is inadequate to care for 
the number of patients needing help with their 
emotional problems. Fully half the patients to be 
found in any doctor’s office have come because of 
emotional problems rather than organic disease. 
Only by removing the aura of mystery from the 
practice of psychiatry, can psychiatry be rendered 
a useful tool in the hands of those who deal with 
the greatest number of psychiatric patients.” 

This reviewer’s feeling is that Dr. Thorner 

•Psychiatry in General Practice. By Melvin W. Thorner, M.D., 
D.Sc., Assistant Professor of Neurology, The Graduate School of 
Medicine, University of Pennsylvania. 659 pages. Philadelphia 
and London, W. B. Saunders Comp.iny, 19^8. Price S8.00. 


has accomplished his purpose in exemplary fash- 
ion- “Psychiatry in General Practice” devotes over 
75 per cent of its pages to a highly intelligible de- 
scription of the dozen or more “types” of patients 
most commonly seen in the general practitioner’s 
office; this approach permits the reader to attempt 
his own psychiatric syntheses, and prepares him 
well for the brief analysis at the end of the book, 
the classification of mental disorders, and the de- 
scription of therapeutic aims and technics. 

The body of the book consists of fourteen chap- 
ters describing as many groups of patients which 
the reader immediately recognizes as people he has 
seen before. The first of these descriptive chapters 
deals with “Intelligent People" and the special dif- 
ficulty they have in adapting emotionally and in- 
lelleciunlly in a world in which they are members 
of a minority group. In six case histories replete 
with incidents which many will recognize as 
analogues of troubles their children and friends’ 
children have had, the author draws a remarkably 
vivid picture of the discontent with routine, ex- 
treme independence, social hardships, early scho- 
lastic success, loneliness, and eventual emotional 
distress through which these precocious children 
live. The author’s summary of this chapter con- 
denses his presentation of the problem: 

Intelligence is a capacity for acquiring and using facts 
and is a native endowment in all people. In some the 
capacity is great, in others less. It cannot be increased, but 
less than full usage of intellectual capacity may be brought 
about by interfering emotional disturbances which arc rela- 
tively frequent in the intellectually superior. Intellectual 
capacity may be diminished by destructive brain diseases 
and by the aging processes as in dementing people. Intel- 
lectually superior people make great demands on life for the 
opportunity to use their capacities, and the difTiculty of ob- 
taining this opportunity often involves frustrations and un- 
happiness that are spared to less gifted people. 

Everyone Ijas emotional problems from time to time, but 
in both above and below average people problems .ire more 
frequent. Anyone who difTers significantly from the major- 
ity of his fellow men is apt to find difficulty along the road. 
Sometimes the superlntelligcnt person has elaborations of 
his difficulties that come close to being psychotic, aliliough 
actual psychoses in superintclligcnt people arc not signifi- 
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cantly more frequent than in subnormally or normally in- 
telligent people. However, many have more or less severe 
personality and emotional struggles in childhood due to 
failure to fit in with children of the same chronological age. 
A superior intelligence is a mixed blessing carrying with it 
the possibility of positions of highest leadership and accom- 
plishment on the one hand, and on the other the loneliness 
and misunderstanding which may be the cross anyone with 
unusual talents may have to bear. 

D ull People,” those of less than average inteh 
ligence, present the other side of the coin. 
Their difficulty is in adapting to a world in which 
the majority of people are cleverer than they. Four 
very detailed and sympathetically presented case 
histories describe the generally affectionate, obtuse, 
backward child who is unable to meet the competi- 
tion of his fellows at any stage: play progress, 
school achievement or the comprehension of life’s 
concrete and abstract problems. 

The dull person is “unable to perceive facts and realize 
their relationship to each other in any useful semblance of 
order. Because of this low intellectual capacity he is easily 
satisfied with the simpler aspects of living and less irked 
chan most by dullness and routine. He learns slowly and 
painfully and has no great urge to exceed his own capaci- 
ties. Industry has great need for people with the less marked 
varieties of mental deficiency, for there are many routine 
tasks to which they are admirably suited. However, certain 
social problems arise which are peculiar to the mentally 
deficient 

Such individuals must be protected against being out- 
smarted and unfairly treated by more intelligent, but less 
scrupulous, people. Dull people are an easy prey to rabble 
rousers, cultists, and agitators who incite them with strident 
and repetitious propaganda. They must be hindered from 
acts which their ignorance prevents their recognizing as 
crimes against society. Dull people frequently have emo- 
donal difficulties and, since they are less able to solve 
their own problems than most, the services of the physician 
and of the educator are often required to help them reach 
the best compromises with life of which they are capable. 

In “People and Catastrophes,” Dr. Thorner pre- 
sents the patient as the product of the impact of an 
often hectic environment upon his sometimes hmit- 
ed hereditary capacities. War, disease, and social 
and economic failure occupy an important place in 
human economy. These events are blamed as the 
cause of all the trouble almost invariably when 
followed by emotional or physical suffering. “All 
people react in some way to the catastrophe or it 
would not be so labelled, but each person responds 
to adversity in his own characteristic fashion. Just 
as tveeds grow only in suitable soil, and in a suita- 
ble climate, so do the more prolonged mental dis- 
turbances persist only in the mental soil which 
gives them nourishment.” 


“Unhappy People” may represent simple situa- 
tional unhappiness, may be unhappy in connection 
with other emotional disorders, or may suffer 
actual manic-depressive disease. Many external fac- 
tors, social and economic, effect the happiness of 
all people; however, the major factor which deter- 
mines whether a man shall be happy or sad is 
his internal and not his external resources. 

There are unhappy people who report to the 
doctor ascribing external causes for depression. The 
reader will recognize: “My wife does not under- 
stand me”; “With the world in such a mess, what 
have any of us to look forward to?”; “The chil- 
dren are more than I can take and I am worn out 
caring for them.” 

Also readily recognized are the commonly as- 
signed internal causes for depression: “My family 
is in a bad way and it is all due to the way I have 
failed them as a father”; “If only I hadn’t been so 
untrue to my wife, I’d be all right today.” 

Dr. Thorner mentions many other patient- 
authored rationalizations for chronic unhappiness. 
It is pointed out significantly that prolonged de- 
pression is not confined to those who suffer from 
manic-depressive disease. Susceptible neurotic peo- 
ple not infrequently present pictures of unhappi- 
ness of a prolonged type. Similarly it should not 
take too much diagnostic discrimination to iden- 
tify the healthy people in whom overwhelming 
misfortune may produce prolonged periods of un- 
happiness. Superb case histories serve to illustrate 
these common conditions and help the reader to 
define his own conceptions of normal and abnor- 
mal reactions to adversity. 

In the author’s words, “A certain amount of 
caused and apparently causeless unhappiness is an 
integral part of life itself and the normal forces of 
restitution are quite adequate to compensate for the 
situation in any healthy person. ... In most peo- 
ple the transitory nature of the distresses life brings 
to every person is characterized by the Biblical 
statement, ‘Weeping may endure for a night, but 
joy Cometh in the morning.’ The frequent repeti- 
don of this quotation to a depressed patient often 
seems effective in introducing some ray of hope 
into his grey life. 

“Age has a very definite effect upon a person’s 
susceptibility to depressions. In the young, depres- 
sions arc uncommon, while in older people de- 
pression is a relatively frequent syndrome as in the 
senile dementia and in the psychiatric conditions 
of late middle life — the ‘involutional’ period. The 
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depressions which are seen in young people always 
carry with them the suspicion that they are the 
harbingers of manic-depressive disease and that re- 
peated episodes may be expected to occur. How- 
ever, the depressions of the young are each apt to 
be short-lived compared with those of older people, 
where the zest for living and the striving toward 
goals are at a Ipwer ebb.” 


D ementing People" lose the ability they once 
possessed of reasoning, remembering, and 
calculating. Pathologic processes which perma- 
nently destroy bits of brain tissue are not the least 
of many things that may happen to change the 
mental life of a man. The pathology may be trau- 
matic, inflammatory, or degenerative, but the result 
is the same. Almost anyone who survives long 
enough dements to a greater or lesser degree from 
senile changes and arteriosclerosis. The carefully 
recorded case histories in this chapter illustrate 
dementia resulting from paresis, encephalitis, un- 
controlled diabetes, avitaminosis, epilepsy, space- 
taking lesions within the skull, trauma, alcohol and 
other poisons. 

The brief story of a boy suffering from a pri- 
mary infection of the brain itself is one most read- 
ers can reproduce from their own practices: 

Hnrry Stack was a nice boy who had an average number 
of broken windows to his credit, and more than a passing 
acquaintance with the truant officer. His grades in school 
were a little better than satisfactory to him, and a little 
less than satisfactory to his parents. What Harry really 
liked was a good game of rough and tumble football or 
baseball. It was a little difficult to get him to go to the store 
on errands, but he could always be counted upon to be on 
time for dinner. His breakfast hour was somewhat unpre- 
dictable. 

Harry was no real source of concern to anybody c.\cept 
his mother who thought he should be more careful of his 
clothes. His health was good except that he had teeth which 
stood out valiantly against neglect until it was more than 
enamel and cementum could bear, but Harry could be in- 
duced to go to a dentist only by the more severe variety of 
toothache. 

In the winter of his great affliction Harry w'as disap- 
pointed. He waited and waited for snow, but none came. 
There was just an intermittent drizzle of rain with a cold 
wind to rub it in. Harry moped around the house because 
there wasn’t anything else to do. He had one bad cold and 
then got over it. A few weeks later the "grippe” began to 
make its rounds. First Harry’s mother got it and then he 
got it. His mother lied a bag of camphor around bis neck 
and gave him lots of sage tea, but poor Harry got worse 
and would hardly answer when he was spoken lo. With a 
sigh for the budget his mother called in the doctor. 

It was a long time after the epidemic of "grippe” had 


left the town with the coming of spring before Harry’s 
stupor lightened a little. When he spoke it was a queer 
"mouthy” tone because he was having so much difficulty in 
making his tongue, lips, and larynx cooperate. With the 
passage of time he gained more strength and better voice. 
He never returned to the state of the normal, mischievous 
boy who had gotten sick. Where he had been active and 
gregarious he was now seclusive and quiet. His mischiefs 
had been of a light-hearted, unthinking kind; now diey 
were sly and contained premeditated barbs. He had been 
well liked before, but now he was only tolerated. 

A short trial at school when he was well enough to go 
convinced everyone concerned that the academic life was 
forever closed to him. He was not able to do the same level 
of work he had done before he had the “grippe.” Forced 
to stay at home he tried his mother sorely. He demanded a 
great deal of attention and lost his temper violently when 
crossed. His muscles became sliffer and his face blanker. 
During periods of relative repose the fingers of his semi- 
flexed arms began to display an incessant, tremulous mo- 
tion. These physical difficulties, as well as the mental deficits 
which were daily becoming more prominent, made the 
necessity for institutional care obvious. 

At the state mental hospital Harry was found to have the 
neurologic syndrome of paralysis agitans with a blank 
facial expression, coarse tremors at rest, rigidity, and a 
festinate gait. His behavior was odd and he frequently 
differed with the attendants and doctors as to what was 
best for his welfare. He showed a little reasoning ability 
and a formal psychometric estimation was low but neces- 
sarily inaccurate. It showed a wide scatter in Harry’s ability 
to perform intellectual tasks, but most of the tests fell below 
the eight-year-old level. 

"Confused People” are often just overtired or 
may be suffering emotional stress beyond thqir 
capacity to endure. Complete recovery is the rule. 
The toxic psychosis may be secondary to infection, 
hyperthyroidism, diabetes mellitus, acute alcohol 
intoxication, barbiturate poisoning, and other en- 
dogenous and exogenous toxins. Recovery in these 
instances is usually dependent upon elimination of 
the olfending agent and/or treatment of the under- 
lying pathologic physiology'. 

"Anxious People” demonstrate a variety of neu- 
rotic- states: hysteria, obsessions and compulsions, 
somatic conversion symptoms, and anxiety neu- 
roses. In the words of Schopenhauer, "Hypo- 
chondria is a species of torment which not only 
makes us unreasonably cross with the things of the 
present, not only fills us with groundless anxiety 
on the score of future misfortunes entirely of our 
own manufacture; but also leads to unmerited 
self-reproach for what we have done in the past.” 

That abnormal emotional states, chiefly anxiety, 
produce physiologic changes in the autonomic 
nervous and endocrine systems, and elsewhere, is 
the thesis of the new school of psychosomatic 
medicine. Here, in proper relation to other psychi- 
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atric considerations, is discussed the interreladon 
between anxiety and the physiology of the human 
body. The discussion also concerns itself with the 
etiologic role long continued anxiety plays in such 
conditions as essential hypertension, ulcerative and 
mucous colitis, hyperthyroidism, asthma, peptic ul- 
cer, and the so-called neurogenic dermatoses. 


I T IS properly pointed out, at the end of a chapter 
replete with brilliantly recorded case histories, 
that anxious people are not immune to physical 
disease. “Neither the diagnosis of anxiety nor of 
any other psychiatric condition can be safely made 
by the exclusion of anatomic or metabolic disease, 
alone. Diagnosis by such exclusion presumes that 
all possible anatomic and metabolic diseases are 
known to the examining physician, that adequate 
diagnostic tests exist for all, that these tests have 
all been competently done, and that they are nega- 
tive in result. Symptoms unsupported by available 
physical evidence are not necessarily pathogno- 
monic of a disturbed emotional state. The diag- 
nosis of an anxiety state is an independent diag- 
nosis which can be made whether other disease 
exists concurrently or not. It is made on the basis 
of the history, the type of symptoms the patient 
has, whether the symptoms are purposeful, wheth- 
er overt anxiety is present, and the defensiveness 
with which the patient resists any attempt to min- 
imize the ominousness of his symptoms.’’ 

“Suspicious People’’ are often simply the prod- 
ucts of our deeply rooted instincts for self-preserva- 
tion. “Each person has certain features of his 
existence which are most highly prized by him 
and constitute his image of his own individuality. 
A rich man may clutch his wealth with a tenacity 
made stronger by the threats he sees in the envy 
of his less favored neighbors. A native of one 
country patriotically defends his national individ- 
uality against the real or fancied threats of the 
natives of other countries. In the period following 
the Civil War many Southerners were suspicious 
of any Northerner. A white man may wonder if 
the mere existence of the Negro does not consti- 
tute a challenge to his own superiority.” 

While suspicion of real or fancied threats against 
one’s existence is part of normal living, pathologic 
suspiciousness is found in a large variety of illness- 
es (paranoid conditions), or it may be the essential 
element in the “steely cold, logical system of sus- 
picions of the true paranoiac.” 


Common among the paranoid conditions is that 
accompanying physical illness. People who are not 
psychotic may give way to an obvious episode of 
unwarranted suspiciousness under the impact of 
personal reverses and/or physical disease. Espe- 
cially pertinent is Dr. Thorner’s case history de- 
scribing the pathologic suspiciousness of his col- 
leagues which appeared in a “Dr. Morgan” during 
physical illness. To summarize the story, “Mrs. 
Morgan does not permit her husband to work too 
hard, or to forget his rubbers on rainy days. She 
knows that fatigue, economic worry, or infections, 
are stresses which are apt to make Dr. Morgan 
paranoid.” 

In readable, incisive and commendably thorough 
fashion Dr. Thorner devotes separate chapters to 
“Queer and Twisted People,” “People and Sex” 
and the special problems of older people, children, 
and “The Rest of Us.” 

The last two sections of the book are devoted to 
discussions of psychiatric and physical examina- 
tions, the patient’s viewpoint, therapeutic proce- 
dures, classification of mental disorders, and com- 
mitment procedures. 

These discussions contain analyses which fol- 
low naturally and logically from the syntheses 
of the previous fifteen chapters. In them one may 
find much necessary practical information as well 
as many interesting patient histories illustrating 
the use of short forms of psychotherapy available 
to all physicians: personal orientation, reassurance, 
persuasion, and suggestion. In general practice and 
in the specialties, these short forms of psycho- 
therapy may be the mainstay of treatment for 
many patients and are appropriately analyzed in 
detail, while the specialized procedures reserved to 
psychiatrists are described more briefly. 

According to Alexander Pope, “The proper 
study of mankind is man.” Dr. Thorner has pro- 
duced a book about man which should interest 
every physician. The understanding which is af- 
forded by his approach to the problem of “Psy- 
chiatry in General Practice” will be of daily help 
to general practitioner and specialist alike. Many 
of the clinical histories are small literary master- 
pieces, some tvith an O. Henry twist at the close. 
These, possibly the most valuable pordon of the 
work, will be treasured by even the casual reader 
and used later to illuminate the darkness and fog 
which so often initially obscure the problems of 
our emotionally distressed patients. 


E. C. 



New Books Received 


► ISfANUAL OF CLINICAL LABORATORY METHODS - - 

By Opal E. Hepter, PhD., MD., Associate Professor 
of Pathology, Northwestern University Medical School; 
Director of the Clinical Laboratories, Montgomery 
Ward Clinics and Passavant Memorial Hospital, Chi- 
cago. 4fth Edition, pages, illustrated. 194^, Charles 
C Thomas, Springfield, Illinois. Price }8.^o. 


Starling as an outline to guide students in the labora- 
tory in the course in clinical pathology at Northwestern 
University Medical School, the work has evolved into 
the present text. Detailed instructions are given for each 
procedure followed in the various tests conducted in 
the laboratory by medical students and medical tech- 


nicians. For each test, the discussion includes: princi- 
ples of the test, various steps (in the order of perform- 
ance), calculation of results, interpretations and sig- 
nificance, and sources of error. Coverage of material is 
very complete and the latest and most practicable 
methods are given in each instance. 

A. E. 


^ THE SKIN DISEASES ■ - - 

By James Marshall, MD. 1948, Cambridge, at the Uni- 
versity Press; New Yor^, The Macmillan Company. 
Price $7.50. 


James Marshall has written what is intended to be a 
handbook for the general practitioner or a textbook for 
the medical student; he fulfills that purpose quite well. 

The first portion of the book, with its introduction 
and description of primar)’ lesions, anatomy, diagnostic 
approach, and principles of treatment, is better than 
average for a small textbook. The section on specific 
therapy, however, is frequently vague. 

The text for the more common dermatoses in the 
main is not too complete. The greatest error appears 


to be the effort to include many of the rare dermatoses 
without giving them more than passing notice. As a 
result, the less common dermatoses arc sometimes 
vaguely alluded to but inadequately described. 

Some of the classification and concepts differ from 
those entertained in the United States, and in fact, the 
British oudook is very- apparent in many sections. 

The book is generously supplied with good black 
and white illustrations and also has a few illustrations 
reproduced in color. 


► THE CLINIC.VL MANAGEMENT OF VARICOSE ATINS - - - 

By David B'aolfoUi Barroiv, .MJ?. 755 illns- 

tratvd. ig4S, Paul B. Hoet-vr. Ir.c.. Xfiv Yor{. Pnvv 
^5.00. 

This text, which is based on observations made by 
the author on appro.ximatcly 2.500 patients with vari- 
cose veins, or their records, is limited to a study or 
varicose veins of the leg. In the twelve chapters of the 
monograph. Dr. Barrow discusses the diagnosis, ther- 
apy, and after-case of the varicose e.xtrcnuty. .As the 
author states in his preface, - ■ Controversial points 

535 


arc minimized. References arc few, and tho-x: u-.u.illy 
to considerations of physiology or padiology which can- 
not be readily demonstrated by cxamLnation of if./* 

dent While it is realized that other techr.ict may fyr 

cqxully applicable, the ones piaured here have gj.rn 
satisfactory results in the author's karAsT 
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By Cyrus C. Sturgis, M.D., Professor and Chairman of 
the Department of Internal Medicine, University of 
Michigan Medical School, and Director of the Thomas 
Henry Simpson Memorial Institute for Clinical Re- 
search, University of Michigan, pages. ig^S, Charles 
C Thomas, Springfield, Illinois. Price $12.50. 


In this comprehensive study, Dr. Sturgis has exten- 
sively described and compared the disorders of the 
blood from a broad clinical aspect. He defines the blood 
picture of each of the disorders and chronologically 
reviews the findings from the earliest scientific knowl- 
edge to the latest developments and concepts. 

The first ten chapters are devoted to the anemias and 
changes in the erythropoietic system. The discussion 
of the anemias begins with the simple chronic types, 
presenting related causes and treatments. In turn, fol- 
low descriptions of the iron deficiency anemias, ane- 
mias of pregnancy, hemolytic anemias, with 122 pages 
devoted to pernicious anemia and other macrocytic 
anemias. 

Two chapters cover the hemorrhage state due to 
changes in the normal clotting elements of the blood 
and deficiencies in platelets. Great emphasis is placed 
on the role played by vitamin K and prothrombin in 
this respect. Also presented here is a classification of 


the hemorrhagic states. 

In the portion of the book devoted to changes in 
leukocytes, the author describes in detail the various 
types of cells and discusses the sources of error found 
in counting and identifying them. 

Along with the description of the leukemias and ab- 
normalities of the granulocytes, there are several color- 
ed plates demonstrating the typical abnormal cells. 

Lipidoses are described in a short chapter reviewing 
three diseases typical of this condition. The bone mar- 
row picture in normal conditions and blood dyscrasias 
is presented, showing characteristic changes for vary- 
ing conditions. 

The final section of the book covers the most recent 
concepts of blood substitutes and blood transfusions. 

The material is simply presented in an interesting 
manner with an adequate number of charts, graphs, 
and diagrams and well supplied with references. 

M. F. 


► DISEASES OF THE ADRENALS 

By Louis }. Soffer, M.D., Assistant Clinical Professor of 
Medicine, College of Physicians and Surgeons, Colum- 
bia University; Associate Attending Physician, The 
Mount Sinai Hospital, New Yor^ City. 2nd Edition, 
520 pages, 45 illustrations, 5 color plates. ig48. Lea &■ 
Febiger, Philadelphia. Price $6.50. 


Written in a crisp factual style, this three hundred 
page text gives one a vivid story of the structure and 
behavior of the adrenal gland in both health and dis- 
ease. One section is devoted to the fundamentals of the 
chemical and mechanical tests which are so essential in 
studying and diagnosing adrenal diseases. Determina- 
tions of sodium, potassium, and chlorides in the serum 
and urine are described in detail. Procedures for doing 
biologic assays, salt tolerance test, water tolerance test, 
perirenal insufflation, and others are clearly defined. 

Lengthy consideration is given to adrenal physiology, 
which is so important in understanding the various 
related disease entities. The relationship to blood elec- 
trolytes, to other endocrine glands, and to their hor- 
mones is explained in full. 


The author classifies adrenal disease essentially as fol- 
lows: (i) Destructive lesions of the adrenals, such as 
tuberculosis, atrophy, hemorrhage, etc., i.e., those condi- 
tions causing a clinical picture of Addison’s disease; (2) 
tumors of the adrenal medulla and sympathetic ganglia; 
(3) tumors of the adrenal cortex, and (4) hyperplasia 
of the adrenal cortex. The endocrinologic significance 
of each of the disease entities is discussed in detail and a 
great deal of attention is given to the management and 
therapy of each. 

Many excellent case histories and illustmrion': 
eluding photomicrographic section, radiok 
and photographs of patients are intersp 
out this edition. 
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SENSITIVITY TO CHEMOTHERAPEUTIC 
AND ANTIBIOTIC AGENTS 


S INCE the advent of the many new chemo- 
therapeutic and antibiotic agents, the 
problem of allergic manifestations and 
sensitivity reactions has been considerably in- 
tensified. In a recent report, Dr. William B. 
Sherman, New York, stated diat the sensitivity 
reactions which occur in only occasional _ pa- 
tients are distinct from the usual toxic actions 
of the drugs, although in some instances pres- 
ent knowledge of the mechanism does not per- 
mit one to distinguish between allergic and 
toxic reactions with certainty. 

Among tlie common reactions to drugs are 
symptoms of asthma and rhinitis which most 
often afiect persons who suffer the same symp- 
toms from other causes. Aspirin tends to cause 
these symptoms most frequently, but other oc- 
casional causative agents are the sulfonamides, 
penicillin, quinine, arsphenamine, vegetable 
gums and protein drugs such as pancreatin and 
papain. 

According to Dr. Sherman, attacks of asthma 
caused by aspirin usually start within a few 
minutes of administration of the drug, because 
of its solubility and diffusibihty, so that the 
relationship of cause and effect is quite readily 

apparent. , 

Fever, which is an important and confus- 
ing manifestation of drug allergy, is seen most 
frequently after administration of the sulfo- 
namides, but is also caused by penicillin, strep- 
tomycin, thiouracil, iodides, and other drugs. 
Dr. Sherman observes that the temperatur 
may rise to 105 or 106° F. and the leukocyte 
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count may remain normal or rise as high as 
30,000. The fever is often, but not always, ac- 
companied by a rash and may easily be mis- 
taken for one of the acute infectious diseases. 

If it is recognized that the fever is due to a 
sensitization reaction, and subsides promptly 
when the causative agent is removed, it is rare- 
ly serious. On the other hand, in certain in- 
stances where fever from sulfonamide sensi- 


xixjiiL suuuuauiluc sensi- 
tization has been confused with a recurrence of 


infection and the causative drug continued, 
dead! has resulted from drug allergy. 

Many types of skin eruptions, of which the 
commonest are urdcaria, dermatitis medica- 

froTdmg'^aJlergy 

A variety of drugs cause jaundice, and with 
certain agents, mch as chloroform iid LTon 
tetrach or.de, liver damage appears to “e a 
normal toxic effect nF ^ t ^ 

such as the sulfonamides Other drugs, 
chophen and aS t;d?f 
as a result of sensitization. jaundice 

In addition to diese m., 
toms of drug allergy otW 
cur including unusual types oA 
involvement of joints 1 1 «aiptions, 

locytosis due to druas m-.,, . agranu- 
symptoms. Such histologic-Lf''° 
focal necrosis, and grannie “ r"* artenUs, 
also result from drug sentV “^7 
Scratch and intracut^^'“'™- 
in detecting allergy m are of value 

rarely of value and hut are 

general reactions ip I”'°duce dangerous 
non-protein compounU sensidzation to 

Patch tests are fro- 
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quently of value in dermatitis due to drug al- 
lergy. Although desensitization is of value in 
reaction to protein drugs, its efficacy in sensi- 
tization to non-protein drugs is rather ques- 
tionable, 

w, B. s. 


CHRONIC CORONARY DISEASE 

T o MAKE the patient live longer, and to of- 
fer him a “friendly life,” should consti- 
tute the primary objectives in the manage- 
ment, treatment, and therapy of chronic cor- 
onary insufficiency. That these objectives are 
mutually complementary, was stressed in a re- 
cent discussion of the problem by Dr. Robert S. 
Berghoff. 

For the most part, chronic coronary disease 
is a result of arteriosclerosis, and might, in fact, 
be termed chronic arteriosclerotic coronary dis- 
ease. Before making this diagnosis, however, it 
is necessary first to rule out the possibility of 
the condition being of syphilitic origin. How- 
ever, syphilitic heart disease is rapidly disap- 
pearing. 

Although the disease, which is generally 
progressive, may occur at any age, it usually 
affects the patient at approximately the half- 
way point of his life. In many patients, the 
symptom complex begins as angina of effort, 
followed by acute occlusion with infarction, 
and finally chronic coronary insufficiency. 

In order to achieve the principal objective of 
prolonging the patient’s hfe, it is necessary to 
evaluate each individual’s energy potential in 
terms of his physical, mental, and emotional 
capacities. 

It is, of course, necessary for the physician to 
assist the patient in making whatever readjust- 
ments are required of him and to help him 
plan a revised way of life. Depending on the 
amount and type of insufficiency present, some 
change in the patient’s occupation may be in- 
volved. His work may have to be of a more 
sedentary nature, and if the previous employ- 
ment has required much physical effort, this 


will obviously have to be eliminated. Almost as 
important as the expenditure of physical effort 
is that of mental energy. The patient must 
channel his mental “expenditures,” so as to 
keep them within his mental output poten- 
tial — in other words, he must stop short of 
pain, distress, and fatigue. 

As a corollary to avoiding all mental strain, 
the patient must also learn to control his emo- 
tional reactions. He must develop a sense of 
lethargy toward relatively unimportant fac- 
tors — to avoid or minimize situations leading 
to emotional disturbances. 

In the matter of personal habits, Dr. Berg- 
hoff believes that the wisest course to follow is 
not to compel the patient to institute drastic 
changes. For example, if a patient has been ac- 
customed to the moderate use of tobacco and 
alcohol, he will probably not be further harm- 
ed by their continued use, although some re- 
duction in consumption may be indicated. In 
many instances, it has, in fact, been found that 
allowing the patient to live “normally” as 
much as is consistent with his individual con- 
dition, has had beneficial effects rather than 
otherwise. Whether this procedure can be fol- 
lowed is, of course, a matter which must be 
determined for each patient individually. 

Unless the patient is nephritic, diabetic, or 
obese, no stringent dietary measures need be in- 
troduced. The most important factor in regu- 
lating the diet is the quantity of food consum- 
ed — the quality of the food is not so vital so 
long as the diet is well balanced. Overloading 
the stomach must be avoided and particularly 
before retiring. 

In addition to observing these principles, the 
patient must devote ample time to complete 
relaxation and sleep. A minimum of ten hours 
of rest at night, and an hour in the afternoon 
is advised. 

One factor in many patients’ pattern of liv- 
ing which Dr. Berghoff feels has too often 
been neglected, but which is extremely impor- 
tant, is the continuance of sexual intercourse. 
Here again, it is difficult to generalize; what to 
tell the patient must be decided on the basis of 
the individual case situation. Sexual intercourse 
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naturally offers a hazard since it induces an 
emotional peak. The patient himself must 
judge whether he is too fatigued by the experi- 
ence — if that “normal act” causes progressively 
increasing symptoms of dyspnea, then it is 
dangerous and should be discontinued. 

Along with a carefully planned program of 
living, some consideration should also be given 
to the use of therapeutic agents when neces- 
sary. For sedative purposes, therapy may com- 
prise Yi grain of phenobarbital four times a 
day. If such coronary dilators as aminophylline, 
papaverine, or theobromine are used, the do- 
sage should be about 3 grains a day, orally. 
Nitroglycerin may be used to control pain, and 
also for treatment of hypertensive patients. 

Although there are no positive indications 
that the administration of vitamins is of direct 


benefit in the treatment of chronic coronary 
insufficiency, they do indirectly boost the pa- 
tient’s vitality — particularly thiamine chloride. 

If frank heart muscle decompensation is 
present, especially of the right heart, digitalis, 
in a small dose over a long period of time, is 
of value. The drug is not very effective for left 
heart muscle decompensation. 

By following such a comprehensive program 
of management, treatment and therapy, the 
average patient suffering from chronic cor- 
onary insufficiency can maintain a compara- 
tively normal and useful life — always remem- 
bering that “moderation” is his norm and the 
underlying precept of the physician’s directives. 
In addition to a normal and useful life, such a 
patient with chronic coronary insufficiency will 
find life friendly and worth while. 

A. E. 
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William Worrall Mayo 

Started All This'' 

J. L. BURN^'- 

CITY OF SALFORD, LANCS., ENGLAND 


I LIVE and work in the birthplace of William Worrall 
Mayo who is so rightly revered as a pioneer in the 
great days of the nineteenth century. American 
readers will well remember the colorful events of his 
life; how, as a physician in Minnesota, he carried out 
his duties against the primitive background of covered 
wagons, and how he helped to check the advance of the 
Sioux Indians during the Minnesota Massacres of 1862, 
whilst his wife was organizing a stage army of women 
to make a display of force. 

One hundred and three years ago he impulsively 
emigrated to America. Before his death in 1911, he had 
seen his sons, William and Charles, rise to medical 
eminence and international fame in the very village in 
which the father practiced. His sense of humor is seen 
in the reply he was wont to give to those who made 
reference to the brilliance of his sons. “Why don’t you 
congratulate me.? I started all this!” was his dry reply. 

The official biography “The Doctors Mayo”? gives 
Eccles, Lancashire, as his birthplace, but I am proud 
to claim the adjoining City of Salford for this honor. 
The mistake probably has arisen in that the house in 
which he was born was situated in the ecclesiastical 
parish of Eccles, to the Parish Church of which he was 
taken for baptism. Ecclesiastical and local government 
boundaries frequendy differed. It may seem of litde 
moment to some readers as to where precisely he was 
born; but to us in the City of Salford it is important. 
He was certainly born in Salford; the entry in the ec- 
clesiastical register says so. For the first time, it is repro- 
duced here. 

Another interesting fact which the entry in the 
ecclesiastical register brings to light for the first time, is 
that William Worrall Mayo’s father, James Mayo, was 
a joiner. “The Doctors Mayo,” Bibliographical Notes, 
p. 722, records that “Mrs. Berkman (to Richard O. 
Beard) said she thought that James Mayo had been a 
farmer, but according to William J. Mayo (story to 
Mrs. Mellish), he followed the sea as a ship’s captain.” 
The register entry is of interest, therefore, in revealing 

'Medical Officer of Health, Public Health Department, 
Municipal Offices, City of Salford, Lancs., England. 


that, at the time the entry was made, William Worrall’s 
father was a joiner. 

William Worrall may well have acquired his manual 
dexterity from his father, who would be a craftsman 
accustomed to manipulations. There is, therefore, a 
link between craftsmanship of father and son — one a 
joiner and the other a surgeon to whom, in the days 
before the use of anesthetics became general, manual 
dexterity would be of great importance. 

There is a curiously long interval between his birth 
(May 31st) and his baptism (October 24th). It was then 
the general custom to have babies christened within a 
month after birth. The reason for the deviation from 
custom is unknown; it could not have been that he 
was ver)’ delicate at birth for christening would have 
taken place then, as now, immediately. 

Another point of interest in the ecclesiastical register 
entry is the way in which his mother’s name is spelled. 
In the register it is spelled “Anne”; in the official biog- 
raphy “The Doctors Mayo” it is spelled “Ann.” 

There is no certainty as to where William Worrall 
was born. Two houses are possibilities. There are traces 
of a family of Mayos, in good social circumstances, 
having resided at New Barns, a part of Salford (al- 
though previously in the ecclesiastical parish of Eccles). 
The house would have been demolished when the Man- 
chester Ship Canal was made, over fifty years ago. 
There u'ere many Mayos and an old calendar of 1831 
lists twelve families of the name of Mayo living in dif- 
ferent parts of the town. 

Buried in Eccles churchyard are several Mayos who 
lived at the end of the eighteenth and beginning of the 
nineteenth century. One, James Mayo, said to be of 
Ardwick (a district of Manchester) and his wife Anne 
Mayo (the same names as the father and mother of 
William Worrall) died in 1822 and 1839 respectively; 
but it is not likely that they were the parents of William 
Worrall. I believe the birthplace of William Worrall 
to be near Oldfield Road, Salford. On a visit to the 
house I found it to be infested with bugs! I hastily got 
it disinfected in case of any visitors! 

Atkinson, “Biographical Dictionary,” p. 602, states 
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that the Mayo family had lived for generations at “New 
Barns,” but for William’s birthplace gives only “near 
Manchester.” Mrs. Berkman, who copied the birth 
record from the flyleaf of the prayer book given her 
by a cousin when she was visiting in Ecclcs in 1929, 
wrote (letter to Richard O. Beard, July i, 1935, Press 
file) that James Mayo lived at Old Barns but that 
William Worrall was born at “Old Field's Road,” Sal- 
ford. 

In the prayer book she found also a slip of paper 
bearing the words: “Feb. 6th 1785. Baptized Ann, 
daughter of John and Tenneson Bonselle. H. C. Smith, 
curate of Monyark.” 

Near the Mayo cottage lived Edmund Taylor (of 


great local fame) who was a pioneer of surgery and 
bonesetting, and it is tempting to think that William 
Worrall Mayo’s choice of work, and the eminence of 
the ne.xl generation of Mayos in it, owe something to' 
the influence of Dr. Taylor. 

THE MAYO MEMORIAL WINDOW 

I am glad to be able to report on the excellent condi- 
tion of the stained glass window erected in Eccles Parish 
Church in 1929 when the Mayo brothers visited this 
church. (Incidentally, their visit to England together 
was of interest in that it was the first occasion upon 
which they had both been away from the Clinic; previ- 


Consultation Service 

This special consultation information service is offered as a regular monthly feature of Postgraduate Medicine, 
Readers arc invited to call on this Service for answers to difficult medical problems from members of our Editorial 
Board best qualified to help. Each question will be answered by mail and those of general interest will be pub- 
lished each month. Address all communications to Consultation Service, Postgraduate Medicine, 516 Essex Build- 
ing, Minneapolis 3, Minnesota. 


PERNICIOUS ANEMIA OF PREGNANCY 

QUESTION: I have a patient, five months pregnant, 
who has pernicious anemia of pregnancy. She fails to re- 
spond to parenteral injections of liver extract. What do 
you advise? 

M.D. — California 

ANSWER; The first and most essential point to es- 
tablish is that the patient actually has pernicious anemia 
complicated by pregnancy. This may be the so-called 
pernicious anemia of pregnancy which resembles true 
pernicious anemia, is probably due to dietetic deficien- 
cies, and tends to recover almost spontaneously with the 
ending of pregnancy, without sequelae. 

The December 1948 issue of Obstetrical and Gyne- 
cological Survey (pp. 792-795) has a worthwhile dis- 
cussion of etiology, diagnosis, and treatment based on 
two papers, one by L, S. P. Davidson and colleagues, 
the other by M. Gillespie and a coworker, both from a 
recent issue of the British Medical Journal. 

It is agreed that patients who do not respond to par- 
enteral liver therapy will do so to oral administration 
of proteoHzed or of cooked liver. 

Folic acid seems to be the best agent available at 
present for treatment of pernicious anemia of preg- 
nancy. Its action is rapid and definite, improvement in 
the blood picture and in clinical symptoms usually fol- 
lowing promptly. 

PAUL TJTLS 

RINGWORM INFECTION 

QUESTION: What treatment can be used for ring- 
worm infection of the feet and scalp where the patient 
must go to work daily? 

M.D. — Washington 

ANSWER: Work is not a contraindication to treat- 
ment of either ringworm of the feet or scalp. The new- 
er remedies for ringworm of the feet, as undecylenic, 
propionic, and caprylic acids, compounded in salves, 
liquids, or powders, are not irritants and have a very 
low sensitizing inde.x. These are moderately effective 
in ringworm of the feet caused by either Trichophyton 
gypseum or Epidermophyton inguinale. However, the 
less inflammatory' and more recalcitrant infections, 
caused by Trichophyton purpureum, are resistant to 
almost aU therapy including strong keratolytic agents, 
chrysarobin, etc. 

Ringworm of the scalp when caused by fungi of ani- 
mal origin, as Microsporum lanosum and Trichophyton 
gy'pseum, respond to local therapy. Among the best of 


the newer remedies are 5 per cent salicylaniiide in car- 
bowax 1500 and 5 to 10 per cent copper undecylenate 
in the same base. 

Ringworm of the scalp when caused by Microsporum 
audouini, Trichophyton violaceum, Trichophyton sul- 
phureum, etc., are extremely resistant to local therapy 
and are best treated by epilation w'ith x-ray. A limited 
number of ringworm infections of the scalp caused by 
the latter group of organisms have been cured by per- 
sistent local therapy and manual epilation. 

BEDFORO SHELMIRE 

PENICILLIN FOR RHEUMATIC FEVER 

QUESTION: Has penicillin proved effective in treat- 
ing acute rheumatic fever? If so, what dosages are recom- 
mended? Are there any deleterious effects from its use? 

M.D. — ^Minnesota 

ANSWER: Penicillin in my experience and in the 
experience of most physicians who treat rheumatic 
fever has no curative or beneficial effect on the disease. 
There are no deleterious effects from the use of the 
drug in this disease other than those which might occur 
from its use in any other disease, such as allergic phe- 
nomena, etc. 

JAMES E. PAULLIN 

ULCERATIVE COLITIS 

QUESTION: Will you please send me some informa- 
tion on the therapy of nonspecific ulcerative colitis, and m 
particular, anything you might have concerning the use 
of desiccated hog stomach in this disease along with dosage 
advisable. 

M.D. — Wisconsin 

ANSWER; The most important detail to be estab- 
lished before a patient who has ulcerative colitis is 
treated is a determination of the cause of the condition, 
or if this is not possible, at least classification of it. A 
great variety of therapeutic measures have been em- 
ployed in the treatment of the various forms of ulcera- 
tive colitis. 

The diet should be high in proteins, vitamins, and 
calories, and low in residue. Among the sulfonamides 
which have been proved to be of value are sulfaguanid- 
inc, sulfasuxidine, suifathaladine, and neoprontosil. 
For the s'ery sick patient, penicillin in large amounts 
has been particularly helpful. The transfusion of blood 
commonly is required. 

“Desiccated hog stomach,” which has been consider- 
ably discussed lately, has very doubtful value. 
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DIFFERENTIAL DIAGNOSIS OF ACUTE 
APPENDICITIS AND RENAL COLIC 

QUESTION; What symptoms and signs will aid in the 
differential diagnosis of acute appendicitis and renal colic? 

M.D.-— North Dakota 

ANSWER: The most characteristic story of acute 
appendicitis begins as a feeling of heaviness or weight 
in the epigastrium or umbilical area followed by gen- 
eralized discomfort which becomes localized in the 
right lower quadrant. It is usually followed by nausea 
and at times vomiting on one or two occasions. 

Right sided renal colic rarely has this diffuse charac- 
ter but may be localized to the right lower quadrant. 
Usually, the pain begins in the back and radiates down 
through the right side, many times going into the 
groin. Nausea may occur but rarely vomiting. 

The point of greatest value in differentiating the Uvo 
conditions is demonstrating point tenderness. With ap- 
pendicitis, this is usually found in the classical position, 
irrespective of the position of the appendix and can be 
demonstrated at McBurney’s point. With a pelvic ap- 
pendix, point tenderness may be demonstrated on the 
right side by vaginal or rectal examination. The pres- 
ence or absence of fever, or elevation of the leukocyte 
count will be of little help in differentiating the two 
conditions. 

Usually in the presence of renal colic, examination 
of the urinary sediment will show occasional red blood 
cells and a few pus cells. A flat plate of the abdomen in 
doubtful cases may occasionally reveal a shadow along 
the course of the ureter. The examination of patients 
in the hospital gives an opportunity for cystoscopic ex- 
amination, when the differential diagnosis is unusually 
difficult. 

RICHARD B. CATTELL 


BELL’S PALSY 

QUESTION; I would appreciate information relative 
to therapy for Bell’s palsy with comments on the use of 
"Aurcomycin,” and superficial x-ray especially. If etiology 
is a suspected virus infection, what incubation period 
might one expect, and what (other) proved etiologic 
agents arc implicated? y. 

M.D.— Windsor, Ontario 


ANSWER: Bell’s palsy, in the broadest sense, refers 
to paralysis of the muscles supplied by the seventh 
cranial nerve by a pathologic process affecting the ncr%c 
itself. The seventh cranial nerve is priicularly su^ 
ceptible because of its long course williin a bony canM. 
Other nerves may become edematous without signin- 
cant dysfunction developing; the seventh cannot to 
more than a slight degree without interruption of its 


[unction as a result of pressure. 

The commonest cause of Bell’s palsy seems to be in 
response to exposure of the side of the head to cold air, 
so-called refrigeration palsy. Inflammations of the nerve, 
such as may occur in otitis media, Guiilam-Barrc s 


syndrome, sarcoidosis, meningo-encephalitis, and 
Hunt’s syndrome (herpes zoster oticus) are more com- 
mon than tumors of the nerve. Of course, fracture 
through the petrous portion of the temporal bone and 
direct injury during mastoid surgery are not uncom- 
mon causes of peripheral facial paralysis. 

Thus, it is seen that virus infection is probably an 
uncommon cause of Bell’s palsy. The treatment varies 
as the etiology varies. Fortunately, in the commonest 
types resulting from refrigeration, recovery is the rule 
in a few weeks. In the more severe cases where degen- 
eration of the nerve takes place, regeneration results in 
fairly satisfactory recovery after six months. In such 
cases massage and galvanic stimulation of the paralyzed 
muscles is the treatment of choice. If regeneration does 
not occur an anastomosis between the spinal accessor)’ 
and the facial nerve or one of the plastic operations to 
correct deformity is indicated. 

“There is no experimental or clinical evidence to date 
to indicate that aurcomycin is of any value in the treat- 
ment of this condition.” 


TREATMENT OF PNEUMONIA IN CHILDREN 

QUESTION: In what form and dosage should penicil- 
lin be given in treating lobar and bronchopneumonia in 
children? 

M.D.— Kansas 

ANSWER: We prefer aqueous penicillin G given 
in doses of 100,000 units every eight hours or ever)’ 
twelve hours by the intramuscular route. 


TREATMENT OF SPASMODIC CROUP 

QUESTION: By what means can spasmodic croup in 
children under 6 years be relieved most promptly? Has 
adrenalin been used effectively? In what dosage? 

M.D.— W yoming 

ANSWER: Increasing the humidity of the room of 
the child with spasmodic croup is the best immediate 
way to relieve the distress. The addition of sedatives, 
such as phenobarbital, is also indicated. Adrenalin has 
been used, and is said to be effective in doses of 2 to ^ 
minims. ^ 


TWITCHING EYELID 


QUESTION: What ph>-sical conditions should be look- 
cd for m a case of twitching eyelid when all examinations 
of the eye prove negative? 

M.D.— Michigan 


ANSWER: A twitching eyelid is never a sign of a 
purely ocular enndition. It is evidence of general fatigue 
toxemia, or a focus of infection some place. An infected 
tooth is often to hlame. Garage workers who inhale 
small amounts of carbon monoxide often show this 
symptom. It has also been observed following, on occt- 
Sion encephalitis lethargica. In some rare instances it is 
evidence of a psychiatric disturbance. 


DERRICK VAIL 



New Drugs and Instruments 

Information published in tiiis department has been supplied by the manufacturers of the products described. 


VEAL BONE ASH TABLETS 

purpose: To supply calcium and phosphorus derived from 
a natural source, 

co.MPOStTiOK: Each tablet contains 0.27 gm. of veal bone 
ash and supplies o.i gm. of calcium and 0.05 gm. of phos- 
phorus. 

iNDic.^TioN's FOR USE: For supplementation of diets deficient 
in calcium and phosphorus; for supph-ing added calcium 
and phosphorus during pregnancy and lactation; and for 
various disease states where the need for an increased cal- 
cium and phosphorus intake exists. 

Dos.^iGE .sND ADMIKISTR.ST10N: Usual dosagc for supplementa- 
tion of the adult diet deficient in calcium and phosphorus 
is 5 to 10 tablets daily. Suggested dosage for the latter 
half of pregnanq- and for lactation is to to 15 tablets 
daily. The dosage for padents with various disease states 
depends upon the condition in question and should be 
determined by the physician in accordance with the clini- 
cal needs. 

HOW supplied: Mead’s Veal Bone Ash Tablets are supplied 
in bottles of 250 tablets. 

producer: Mead Johnson & Company, Evansville 21, Ind. 
LAUiaUM 

purpose: Oral hematinic. 

composition: Each capsule contains: 280 mg. ferrous glu- 
conate; 200 mg. liver concentrate, derived from 4 gm. 
fresh mammalian liver; i mg. folic acid; 2 mg. thiamine 
hj'drochloride; i rag. riboflavin; 10 mg. niacinamide; and 
15 mg. ascorbic acid. 

INDIC.AT10NS FOR use: Prophyla.xis and therapy of nutri- 
tional, hypochromic and secondan- anemias: adjunctive 
therapy in macrocytic anemias: and in avitaminoses of the 
B complex and ascorbic add often accompanying ane- 
mias. Not intended for treatment of pernicious anemia. 
Dos.tGE AND ADMINISTRATION: Administration svith meals 
suggested. Dietary supplement — i or 2 capsules daily. 
Hypochromic anemia — i or 2 capsules three times daily 
or as physidan directs. 

HOW supplied: Bottles of 100 capsules. 
producer: Whittier Laboratories, Division Nutrition Re- 
search Laboratories, Chicago 30, 111 . 

OXYCEL FOLEY CONES 

descriptio.n: Absorbable, hemostatic, oxidized cellulose in 
gauze form, in four-ply discs, folded into cones. 
INDICATIONS FOR USE: Designed for use in conjunction with 
the Foley hemostatic bag catheter in suprapubic or retro- 
pubic prostatectomy. They assume a conical shape readily 
adaptable to placement in the prostatic fossa. May be left 
in the body caviw following operation Asithout irritation 
or impairment of healing processes. 

HOW supplied: In 5 inch and 7 inch diameters, each in in- 
dividual glass containers. 

producer: Parke, Davis 5 c Company, Detroit 32, Mich. 



NASOPHARYNGOSCOPE 

purpose: Visual inspection of eustachian orifices, the nasal 
floor, mucous membranes, blood vessels, posterior por- 
tions of the turbinates, and posterior pharyngeal wall. 

description: An illuminated endoscopic instrument ii Fr. 
incorporating a freely rotatable lens system with right 
angle, highly magnified field. .All optical elements have 
andreflection coatings. Cartridge tj’pe lamp, Avithout 
scrcAv threads avoids need for alignment of lamp Avith 
objective lens. Lamp is encased in an unbreakable trans- 
parent capsule Avhich presents a cool surface to mucous 
membranes. Supplied AA-ith flashlight cell batter}' handle 
or Avith switch cord for operation on standard Ioav volt- 
age controllers. 

producer: National Electric Instrument Co., Inc., Elm- 
hurst, L, I., N. Y. 


AD-VITUM DROPS 

purpose: Water soluble, liquid vitamin preparation. 
composition: Ad-^fitum Drops contain distilled vitamin A 
ester, viosterol in oil, sorbitan fatty acid ester derivatiA-e, 
vegetable oil, and glycerin in a flavored aqueous A’ehide, 
Each cc. contains: 


Vitamin A 30,000 U.S.P. units 

Vitamin D 5,000 U.S.P. units 


indications for use: Periods of acOA-e groAvth, dcA'elopment 
or repair of tissues, in chronic gastrointestinal disorders, 
restricted therapeutic diets, and conditions AAith increased 
metabolism. 

dos.age and administration: Infants and children under 12 : 
3 to 5 drops. Adults and children OA-er 12 : 4 to 6 drops. 
Larger doses may be adjusted to indiA-idual requirements. 
.Ad-^’’itum Drops may be added to milk, fruit juices, or 
infants’ formulas or dropped directly on the tongue. 

HOW supplied: In bottles of 30 cc. 

producer: International Vitamin Division, Ives-Cameron 
Company, Inc., Ncav York 16, N. Y. 
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NYLON SYRINGE CASES 
pf-scription; Fountain-pen-shaped cases for hypodermic 
syringes. The larger case holds the 5 cc. syringe, the 
smaller case holds any hypodermic needle up to 2 inches 
in length. The syringe and needles can be sterilized, or 
even autoclaved, right in the cases by merely loosening 
the cap, thus exposing a slot which admits the steam. 
producer: The Menda Co., Pasadena, Calif. 

PABALATE 
purpose: Antirheumatic. 

composition: Each Pabalate tablet, coated to prevent gastric 
irritation, contains: 

Sodium salicylate, U.S.P. (5 gr.) 0.3 gm. 

Para-aminobenzoic acid (5 gr.) 0.3 gm. 

(as the sodium salt, NJ^.R.) 

description: Pabalate furnishes two active antirheumatic 
agents which act synerglstically to result in higher and 
adequate salicylate titer and with a proportionate reduc- 
tion in risk of salicylism (since lower salicylate dosage is 
possible). 

DosACR AND ADMINISTRATION: Rhcumatold arihrius — During 
acute exacerbations or when the severity of the pain indi- 
cates bed rest, 2 Pabalate tablets three or more times a day 
are indicated. At other times the patient can adjust Uie 
dosage to his needs. Acute rheumatic fever — ^The adult 
dosage should be 2 Pabalate tablets six to eight times a 
day until definite improvement is noted, after which the 
dosage can be reduced somewhat, c.g., 2 tablets three or 
four times a day. This schedule should be continued 
without interruption until all signs of active infection 
liave been absent for seven to ten days. 

HOW supplied: In bottles of 100 tablets. 
producer; a. H. Robins Co., Inc., Richmond, Va. 

DIAZOLINE TABLETS, GROOVED 
DI AZOLINE DULCET TABLETS 
purpose: Compound of sulfadiazine and sulfathiazolc. 
composition: Diazolinc Tablets, Grooved, contain 0.25 gm. 
sulfadiazine and 0.25 gm. sulfathiazolc. Di.izolinc Dulcet 
Tablets, yellow and fruit-flavored, contain 0.15 gm. sulfa- 
diazine and 0.15 gm. sulfathiazolc in a medicated candy 
dosage form. 

iNmc,ATioNS FOR USE: May be administered orally in llic 
treatment of any case of acute bacterial infection in which 
cither sulfadiazine or sulfathiazolc is specifically indi- 
cated, with the exception of meningitis. 
cautions: Diazolinc is contraindicated in cases of infec- 
tions caused by organisms that arc not susceptible to sulf.'i- 
tluazolc or sulfadiazine. Diazolinc Tablets should be care- 
fully administered, observing the same prc«ulions that 
arc recommended for the use of sulfonamide drugs in any 
other form. 

DOSAGE AND administmtion: Rccommcndcil dr»sagc is 
equivalent to that of either drug when given alone. In 
adults an adequate sulfonamide concenu-ation in the 


blood may be achieved by an initial dose of 4 to 6 gm. 
and maintained by further doses of i gm. every four 
hours, using either the Tablet or the Dulcet Tablet 
HOW supplied: Diazolinc Tablets, Grooved, are supplied in 
bottles of 100 and 1,000. Diazoline Dulcet Tablets are 
supplied in bottles of too. 
producer: Abbott Laboratories, North Chicago, 111 . 


CHOLIMETH 

purpose: a lipotropic agent for the treatment of liver dis- 
orders. 

composition: Each tablet contains: 

Choline dihydrogen citrate 0.350 gm. 

d, l-methioninc 0.16^ gm. 

inoic.\tions for use: Hepatic damage whether of dietary 
or toxic origin. Cirrhosis of the liver, liver dysfunction 
where fatty degeneration is threatened. Toxic hepatitis re- 
sulting from drug or industrial substances. Icterus gravis 
neonatorum. Dermatologic disorders associated with 
choline deficiency. 

DOSAGE AND ADMINISTRATION: Avcragc rccommcnded dose is 

2 gm. daily of choline and methionine (12 tablets of 
Choiimeth per day in divided doses). Dosage as liigh as 

3 or 4 times the average dosage has been used in many 
cases. 

now supplied: Uncoated tablets, bottles of loo, 500, and 
1,000. 

producer: The Central Pharmacal Company, Sej'mour, 
Ind. 

TRACTACLIP* 

purpose: Wound approximator designed to exert gentle 
continuous traction on the edges of skin wounds. Former. 
!y known as the Constant Traction Dressing. 

description: Traction is supplied by a sheet of latex con- 
nccting two metal members which grip the skin by means 
of fine-toothed edges. 

indications for use: Most applicable to relatively flat sur- 
faces where the skin is not loose or redundant. Useful in 
irc.iimcnt of industrial injury, emergency surgery, and 
in plastic surgery of the face and head where indicated. 

now supplied: Tractaclips arc sterilized and packed indi- 
vidually. Available in three sizes: No. 95 — 14 inch spread, 
I inch wide; No. 96 — Yz inch spread, r inch wide; and 
No. 97—14 inch spread, Hindi wide. 

producfb: Davis & Geek, Inc., Brooklyn i, N.Y. 

•RcgiMcrcil Tr-ntlc Mark. 


GRAMODERM 

purpose: Antibiotic skin ointment. 

co.mposition: Each gram of Gramoderm contains 0.25 mg. 
of gramicidin. 

INDICATIONS FOR USE: Treatment of skin infections due to 
gram-positive organisms, such as impetigo cczematodcs, 
irnpciigo contagiosa, ecthyma, and infected supcrfidal 
wounds caused by susceptible organisms. 

posvGi AND adminivtr.stion: Gramoderm is liberally ap- 
plied to the infected areas and covered with an occlusive 
dressing, I'hc dressing is renewed every twelve hours. 

MOW supPLirii: Collapsible tubes containing 20 gm. 

pRODuerB: Sdicring Corporation, Bloomfield, N.J. 



348 


POSTGUADUATE MEDICINE 



PBN-I-MIST HAND BULB NEBULIZER 

purpose: Penicillin aerosol treatments. 
description: Utilizes soluble tablets of crystalline penicillin 
or standard crystalline salt. Tablet is dropped into nebu- 
lizer and diluent is added, usually about 8 drops of water 
or saline. When vials are used, standard syringe jiroce- 
dure or penicillin solution is used. Complete instructions 
arc enclosed with each Pen-i-mist. 
producer: Oxygen Therapy Sales Co., Los Angeles 27, Calif. 

VI-SYNBRAL INJECTABLE 
purpose: Treatment of vitamin deficiencies. 
composition: Each 2 cc. of Vi-Syneral Injectable contains, 


in aqueous .solution; 

Vitamin A 10,000 U.S.P. units 

Vitamin D (calciferol) 1,000 U.S.P. units 

Thiamine HCl (fb) 10 mg. 

Riboflavin (Ba) i mg. 

) Pyridoxine HCl (Bo) 3 mg. 

■J Niacinamide 20 mg. 

Ascorbic acid (C) 50 mg. 

Alpha Tocopherol (E) 2 mg. 


INDICATIONS POR USE: For prevention and treatment of vita- 
min deficiencies in ail conditions in which gastrointestinal 
digestion, absorption, or utilization is impaired; patienrs 
unable to take vitamins or food by mouth; patients so 
acutely deficient that delay of intestinal absorption must 
be prevented; patients critically ill with nutritive failure. 
Such conditions include diarrhea, sprue, colitis, intestinal 
fistula, obstructive intestinal lesions; following intestinal 
resection. 

ADMINISTRATION: Tlic coutcnts of one ampule (2 cc.) is ad- 
ministered intramuscularly on alternate d.Tys or more fre- 
quently as necessary. Inject slowly in the gluteal muscle 
or deep in the outer aspect of the thigh, changing the site 
for each injection. 

now supplied: 2 cc. ampules, boxes of 6, 25, 100, and 500. 

producer: U. S. Vitamin Corporation, New York 17, N.Y. 

LOZILLES 

purpose: Antibiotic, analgesic throat lozenge. 

composition: Each Lozillc provides 2 mg. of tyrothricin 
and 2 mg. of propcsin. 

indications tor use: In treatment of common infections of 
mouth and throat, for relief of sore throat and prevention 
of second.ary infection during the common cold, and re- 
lief of pain and reduction of oral bacterial flora following 
oral surgery, 

HOW supplied: In vials of 15 tablets. 

producer: White, Laboratories, Inc., Newark 7, N.J. 



FLEX-STRAW 

description: Disposable drinking tube, specially treated for 
use in hot as well as cold liquid.s. The crimped .section 
near the top allows the straw to flex and bend to any 
drinking angle. 

producer: The Flex-Straw Corporation, Cleveland 3, Ohio. 


PYRIBENZAMINE EXPECTORANT WITH 
EPHEDRINE 

compo.sition: A mixture containing per 4 cc. 30 mg. pyri- 
benzamine citrate, 10 mg. cphcdrinc sulphate, and 80 mg. 
ammonium chloride. 

INDICATIONS TOR USE." Ill pcrsistciU unproductivc cough ac- 
companying bronchitis due to or associated with allergy; 
in asthma, and in cases of upper respiratory infection as- 
.sociated with allergy. 

DOSAGE AND ADMINISTRATION: Orally, oiic or two teaspoon- 
fuls every three to four hours. A full glass of water should 
be taken with each dose. 

now supplied: Bottles of i pint and I gallon. 

producer: Ciba Pharmaceutical Products, Inc., Summit, 

N.J. 

BREONEX-L (SOLUBLE) 

purpose: a potent stable powder containing the principal 
B complex factors. 

description: Instantly soluble, the restored solution may be 
used parcntcrally in whatever dosage the physician may 
choose. It can be stored indefinitely in a dry state without 
refrigeration. It is stable in solution for at least two weeks, 
and its .special double salt permits heavy grainage of ribo- 
flavin. 

now supplied: In rubber-capped vials, with a lo-cc. vial of 
aqueous diluent. 

producer: George A. Breon and Company, Kansas City, 
Mo. 



c,(2(WesJrom aDoctor'sDia^ 


By Maurice Chideckel 


March 2 ... I don’t know which 
was of more absorbing interest, the 
discussion around a table by well 
known otologists about the intra- 
venous administration of histamine 
in sudden nerve deafness, or the 
waiters and the customers in that 
crowded, odd-looking, exotic eat- 
ing place, situated in the woods, 
where they spoke a language I did 
not understand. 

“Ordinarily,” said Professor D., 
“such cases would be classed as 
labyrinthine apoplexies, caused by 
hemorrhage into the labyrinihe, or 
because of edema in the cochlear 
portion of the labyrinthe. . . 

Dr. Gilford interrupted: “I think 
it is due to thrombosis of the audi- 
tory nerve pressure being exerted 
on the organ of Coni. . . .” 

Somehow I didn’t care to hear 
shop talk any longer for today. For 
the study of psychology — I mean 



abnormal — the customers and the 
waiters were more amusing and far 
more interesting. I watched the 
men as they ran in, gobbled up the 
food and ran out to earn money for 
more food. An old man ate his soup 
and it sounded like a loud saxo- 
phone. He put the spoon away, and 
l>egan to empty the contents from 
the plate. Suddenly he arose and 
angrily thumped his fist on the lit- 
tle table. ... 

“I sec your redheaded waitress is 
here no longer. The hair in the 
soup today is black.” “Quick, a 
turkey sandwich,” came from a 


young man with a fancy vest. The 
waiter looked typically Russian. 
“Have no turkey,” he informed the 
customer. “Then give me a chicken 
sandwich,” came the order. The 
waiter grinned. “Foolish man,” he 
said, “If I had chicken, wouldn’t I 
give you turkey?” A man drank a 
cup of coffee, put down a two dol- 
lar bill. The waiter came back with 
his hands behind him. “Mister,” 
he said, “there is S1.95 change. Do 
you want it?” 

7 love to watch people in crowd- 
ed places, observe their actions and 
see the expressions of some faces. 
There you see the dance of life 
without a backdrop. There you see 
man equipped with instinct, with 
diverse tensions and adaptability, 
but mainly with the ego. If they 
only knew. / went outside, for the 
argument at the otology table was 
becoming too hot. A boy about 
seven, sickly looking, pulled at my 
sleeve. He was crying. ''Mister, I 
lost my dime, and / can't get in the 
movie." "Why do you go to the 
movies? Why don't you go to 
school?" I ask<d him. "Cant’’ he 
answered, "got the measles." 

• • • 

March S . . • From elderly Bob 
Coughey: “Tlicy say penicillin 
cures gonorrhea? Yes? Then give 
me a shot, but a strong one. Yes. I 
got it all right, got it for practic- 
ing Christianity. A good Christian 
is to love his neighbor; that in- 
cludes the neighbor’s wife, doesn’t 
it? Who would ever suspect that 
woman, innocent looking, is an im- 
moral creature. What a crooked 
world.” 

I^ead a question in a medical 
journal: Does long travel increase 
the risk of miscarriage? Well, if it 
IS in an automobile and at night, it 
may eventually lead to one. 


March 8 .. . Domestic felicity. It 
is not universal even among the 
families of the healing art, Dr. 
Coulter’s for example. His injec- 
tion of mustard gas for a patient 
with Hodgkin’s disease wrought 
wonders. Fever disappeared, the 
enlarged spleen and lymph nodes 
were reduced in size. Diminution 
in the mediastinal masses was 
marked, and the dyspnea and dys- 
phagia were gone. 



iiuusc, lie tail- 
ed me to come in. He wished to 
discuss the case with me. The mail- 
man handed some letters to his 
beautiful wife, and she was about 
to open one letter. “I thought,” he 
screamed and forgot my presence, 
“that you never open my mail.” “I 
never do,” she spoke defiantly, “but 
this one^ is marked ‘private and 
j^rsonal.’ ” As he attempted to take 
the letter away from her, she ran 
into the ne.\'t room and locked the 
door. Then I heard her scream 
Confusedly he said, “A man 
should never marry.” No, he 
shouldn t, if he has an affair, and 
the erudite doctor, so people say, 
has one. Deceit, suspicion and the 
other woman ’ are the cataclysmic 
forces that disrupt, wreck and ruin 

the children. Domestic discord is 

crenTfT™-'" homes 

«« If there IS no competitor. 

beSd? « the 

phone r.ing and a voice said: “This 
» Mrs McCarthy from next door, 
co^e’ “'^t sicepin’ yet. Can I 
'*\T .. for the rollin’ pin.^’’ 
it the answer. “Can’t spare 

A*r rt? come home yet." 

mat moment the door openal 
husband did come, 
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smiled sheepishly as he faced his 
irate wife, then lit a match and 
stared at the floor. “And what, pray 
tell me, are you lookin’ for,” the 
wife asked, with one hand on the 
rolling pin. “Looking for an ex- 
cuse, me darlin’. I have none with 
me.” This disarmed her complete- 
ly. She embraced and kissed him, 
then called her neighbor to inform 
her that she can have the rolling 
pin now. 

* * * 

March 12 .. . And here is stam- 
mering, impractical, philosophical 
Dr. Gilliam, who always, when by 
himself, soliloquizes. He does not 
stutter when no one is listening. 
His hatred for his mother-in-law is 
an obsession with him, while the 
love of his wife for her mother 
borders on the abnormal. 

Smoothly, he spoke when Dr. 
Follis and I entered, unknown to 
him. “Ah, that great discovery of 
Dr. Bogomolets of Soviet Russia, 
the prevention of the connective 
tissue from aging by injection of 
antirecticular cystoxic serum. Com- 
munistic Russia. Like despair vie- 
ing with a lusty life. Omnipresent 
brutality, yet in medicine, one of 
the great sagas of science in mod- 
ern times. That discovery will dou- 
ble, possibly triple human lives — 
ah, that marvelous blending of gen- 
erations. . . .” 

He suddenly looked up to his 
mother-in-law’s framed picture 
hanging on the wall. “Hell, no, that 
witch too will live long. No. She 
already has lived too long. Hmm. 
Yesterday, she said she’d give half 
of her life for a pineapple. I told 
Margaret (the maid) to get two 
pineapples, and let her give up her 
whole damn life ” 

He suddenly raised his eyes and 
paled. At the head of the stairway 
stood the tall, elderly woman, lis- 
tening to every word. There was a 
sarcastic, toothless grin playing on 
her thin lips. She descended the 
stairway as her eyes spat fire. Then 
she made two fists and approached 
him in measured steps. It sounded 
like the voice of doom tolling off 
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the last minutes. By the time she 
reached him, he vanished. 

Follis and I left, without his 
knowing we were there. Said Dr. 
Follis: “I would not sell my moth- 
er-in-law for ten thousand dollars.” 
Pause, then, “She is insured for 
twenty thousand.” 

* # * 

March 75 . . . The past of people 
and events is overdiluted by Time, 
but not that of bachelor maiden 
Carrie Holmes. The deed of yester- 
year is growing and is gaining un- 
forced momentum. Middleaged, 
more 50 than 40, her beauty has 
not withered a whit. Her medical 
problem is vesical neck syndrome. 
Frequency of urination, pain and 
distress at the end of the act, urgen- 
cy, tenesmus, strangury and the 
sensation that the bladder still has 
to be emptied. The last few days 
she was suffering from inconti- 
nence. 

I told her that her case is some- 
what unusual, for it is common al- 
most exclusively in married wom- 
en, who have had one or more 
pregnancies. She sat as if in a daze 
and then rose with a start. The lady 
in question, at the age of 17, young 
and beautiful, became the secretary 
of chemist Collies, and until this 
day was still in his employ. Collies 
was then young, in the middle thir- 
ties, married and childless. The 
couple adopted a boy who last year 
graduated from medicine, and to- 
day he is to be married. The son is 
not aware that he was an adopted 
child. He wanted the marriage to 
be a private affair, and does not 
want his father’s secretary to be 
present, for reasons which are 
known to himself. 

“I must confide in you,” she 
spoke tremblingly. “I was pregnant, 
and did give birth to a child. Yes, 
a boy. He is to be married today. 
The father.? My boss. Collies. No, 
his wife does not know that I am 
the mother. Neither does my son. 
Collies wants me to leave him and 
leave town. He says he’ll pension 
me.” Silence for a few seconds. 
Then her voice mounted, as she ex- 


claimed: “My son, his supposed 
mother, the world, should know it 
today. I shall not be denied the 
presence of my child . . .” and out 
she ran weeping loudly. 

The thorny, unsuspected, tragic 
and painful human problems, un- 
\nown and unthought of. What ef- 
fect will the news have on the 
young doctor, who loves his sup- 
posed mother vehemently? What 
will Mrs. Collies do when she 
learns that her husband is the real 
father of their adopted son? 

Spoke colleague Sarton confi- 
dentially: “Did you hear my lec- 
ture last night on the dynamic unit 
of mother and child, on the emo- 
tional development when the in- 
teraction of the two is to be seen in 
statu nascendi? I don’t think my 
audience knew what I was talking 
about. Well,” he sighed heavily, 
“neither did I.” 

# # * 

March 25 . . . Chronicle of minor 
events, and maybe not so minor. It 
was a long, repetitious explanation 
I gave to pious Mr. Florringer 
about the blood of his pregnant 
wife being Rh negative, and about 
the Rh antibodies in her blood. 
Then I told him that the infant will 
have to be transfused with Rh neg- 
ative blood if its cells are found to 
be sensitive to Coomb’s test. The 
last took an hour to elucidate. 

Now it was his turn. His face 
was red, his lips quivered, his fists, 
both of them, went down on the 
table with force, the plates shook 
and one fell off and broke. Looked 
like he was displeased. Then he 
sputtered; “So, you are going to 
change the blood the Lord put in 
that baby of ours. It is the Lord’s 
will. Understand, or don’t you. His 
will. His. Don’t you dare to lift a 
finger . . .” he couldn’t talk any 
longer. 

That was four months ago. The 
child was born and was transfused, 
unbeknown to the God-fearing 
papa. The baby is doing cvell. 
“Now,” he spoke smilingly, “what 
did I tell you. fust let Him do as He 
desires.” 
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d Tubocurarme Chloride* Solution-Cutter 
IS prepared from the ervstnUinc alkaloid 
oflhehiphest available chemical purity 
—specifications exceed the rigid re- 
quirements for chloroform ex- 
tractable residue accepted by 
the Council on Pharmacy 
and Chemistry of the 
American Medical 
Association 


More Deiintte Physiological Response— Chemical purity in 
creases predictability, narrows interpretation toasingl- 
variable —individual response ti* tht: pure drug 
Maximum Pcntothal-Curur( Compatibility • 
Chemical purity increases thi ratio ol 
pentothal-curare compatibility to max 
imum limits without precipitation, 
allowing greater flexibility in 
the management of the 
dosage proportions 
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Council Requirements- ’"residue not to exceed 3.0%” 
Cutter Specifications' '"resrdue not to exceed 0.3%” 



Orntrd from bolariirall> aulhrntiraird mrarr plants Chon^trttendron lomrntoturt^ 
a TUaorURARlNE CHLORlUE SOU’TJON CUTTER i» pure b> cli»m«-al 
analyst* >iand\nJ>tpd by ociyht and rtmlatns 19 iiniU 'SO eiCiT> ’ P*' vl Ibr 
cryslallinc pr niahydrsir >P sirrll« isolunit »»lutaoft with 0 5^ ChlorobuiannI 
Availablr in 10 <( Saflisral viaU — slablr al room irmpvratur* 




But Adolph does not pay his 
bills. 1 worked so hard. Lord, 1 
did not sleep two nights because of 
that baby. Is this too the will of the 
Almighty God, that Horringer 
dreads to part with his dough? 

Stella Holden, a young wom- 
an within the reproductive period 
of life, with full ovarian activity, 
yet afflicted with kraurosis vulvae. 
And they say that this trouble oc- 
curs only after the suppression of 
the activity of the ovaries. It did not 
seem to worry her. "Is it all right’,’ 
she asked, "to engage in sex life?" 
"But your husband is dead" I 
said. "So what? I am not?’ 

« 4 ^ 

March 26 Am reading a book 

on murders. A gift given to me br 
a patient who recovered from pto- 
maine poisoning and thinks I had 
something to do with his recover)'. 


POSTGRADUATE itEDICLVE 

Murder has been defined as a 
smouldering fire burst into flame. 
The volume chronicles murders 
throughout several centuries. They 
were the lis'es and the violent 
deaths of another day, when mur- 
der was an art. That infinite con- 
jecture of the pst'chology of pre- 
meditated murder. Destroying life 
under the impulse of the moment 
cannot be classed as willful murder. 
Half of the criminals I would class 
as sadist, the others are subnor- 
mals who have no conception of 
the value of human life. 

Of all the crime books, I still 
think that a Study in Scarlet is the 
most readable, and the most fas- 
cinating. But why do people love 
to read murder stories." Yes, why 
did I spend tsvo hours reading that 
volume and fall asleep with Jack 
the Ripper on one side and Sarah 


. V. 



Met)'ard on the other 
Murder and murderers embrace 
a great deal of recorded civiliza- 
tion. Men delight in hearing about 
revolting homicides, and in the 
execution of the guilty. I was just 
thinking. I can summon to mem- 
ory countless men and women 
whose lives were badly spotted and 
tarnished with acts that are inde- 
fensible, yet they go unpunished 
and many are respectable members 
of society. ... And the years rush 
on and on. 


\nformation for authors 


PosTGR.vDC.vTE MEDicis'E, the ofScial joumal of the 
Interstate Postgraduate Medical Associadon, is pub- 
Ibhed to present authoritative, original articles of 
high scientific value and of special clinical interest, 
with the emphasis on treatment. 

The Editors of postgr.vdc.vte medicine will be 
pleased to consider original papers in the fields 
of general medicine, as well as all the specialties, 
so presented as to be of practical value to the 
general practitioner. 

Manuscripts become the propert)' of postgr-vdc.vte 
MEDICINE when they are accepted for publication. 
They must not have been published elsewhere in 
whole or in part. Permission for reproduction in 
reputable publications will be granted on request, if 
credit is given postgr.vdc.vte medicine. 

Papers should be typewritten, double or triple 
spaced, and the original, not a carbon copy, should 
be forwarded. Tissue weight paper should not be 
used. Authors' full names, academic or professional 
titles, and complete addresses should be given. 

Bibliographies, if prepared, should be kept to a 
minimum and typed on separate sheets. Bibliogra- 
phies should follow the style of the Quarterly Cumu- 


lative Inde.v Medicus, giving the author’s full name, 
full titles, the abbreviated name of the journal, vol- 
ume number, first page, and the year. References to 
books, monographs, and pamphlets should include 
the author, title, name and cit)’ of the publisher, year 
of publication, edition, and page number of the ref- 
erence. References should be numbered consecutive- 
ly throughout the paper and listed in order by num- 
ber from the text. 

postcr.vdc.vte .medicine stresses the use of illus- 
trative material in the form of black and white 
photographs, x-rays, charts, graphs, line draw- 
ings, etc., all reproduction costs being assumed 
by THE JOCRN.VL. All illustrations will be return- 
ed. Illustrations should be numbered and the top 
indicated. They must be accompanied by leg- 
ends numbered to correspond and the position 
in the text indicated. 

Galley proofs will be furnished the authors. Reprints 
of artides are available and a price list and order 
card submitted with the galley proofs. 

.All correspondence and inquiries pertaining to 
editorial matters should be addressed to the Editorial 
Department, 516 Essex Building, ACnneapolis 3, 
^Cnnesota. 
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Package Description 


Desage.'Two t«$poon/uls of Gelusil* 
Antacid Adsorbent (liquid) or t^'O 
Gelusil* tablets may be given bcween 
meals as often as necessary to relieve 
symptoms of hyperacidity and promote 
recovery. Gclusil* tablets are par* 
ticularly adaptable for the ambulant 
patient. 

Package Information 

Gdiuil* Antacid Adsorbent is supplied in 
bottles conuining 6 and 12 fluidounces. 
Geliuil* Anracid Adsorbent obJen are sup- 
plied in bottles of 30, 100 and 1000. 


the taste 
tells the 


Patients with stomach disorders arc generally squeamish about 
their foods or medicines. Your patient's battle is half won if he 
can look forward with pleasant anticipation to 'taking his medicine’ 
instead of being upset or annoyed at the prospect. With the obstacle 
of objeaionable taste eliminated and the patient in the proper frame 
of mind, the ameliorative action of pleasant-tasting Gelusll* Antacid 
Adsorbent is consequently enhanced. Relief is almost immediate 
with Gelusil* Antacid Adsorbent and unlike ordinary alumina gels, 
it leaves the patient praaically free of constipating after-effects. 

Indications: Gelusil* Antacid Adsorbent is indicated for the 
relief of gastric hyperacidity resulting from dietary indiscretions, 
nervous or emotional disturbances, food intolerances or in peptic 
ulcer therapy. 

•T. M. Reg. U. S Pai. Off. 


G E L U S I L 

WILLIAM R. WARNER & CO., INC. Now York • St. Louis 
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protection 
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action 
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aminophylline 
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sedation 

of 

phenobarbifal 
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diabetic 
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PROLUTON 

(PBOCBSTERONE U.S.P. XIII) 

For the woman prone to aborts the administration of Phoi.uton* 
(Schcring’s pure progesterone) during the second half of the men* 
strual cycle in anticipation of pregnancy, and, in the event of preg* 
nancy, continuation of therapy, greatly increases the chances of 
obtaining a living child.* Following nidation, continued develop- 
ment requires an adequate supply of corpus luteum hormone. In 
Mason’s* series of 17 patients with one to three previous abortions, 
15 (88%) went to term following the prophylactic administration 
of PaOLUTON. 

Because of its calming effect on the irritated myometrium and influ- 
ence in preserving normal decidual relationship, progesterone is also 
valuable as active therapy of threatened abortion in conjunction with 
customary measures. Thus, Proluton was successful in averting the 
threat of abortion in 30 out of 34 patients tor 88%).* 

I) OS VC* L: llabiluai abortion: Pbouton S Io 10 nig. three times weekly, 
incrciising tu 25 nig. at the lime of the calculated menses. Threatened nbor* 
lion: PnoLUTOX 10 to 50 mg. daily until pain and bleeding are cumpleicly 
controlled. Subsequently treatment may be continued as for habitual abortion. 
1* V ( . K A(r I .N(» • Prollton, Progevieronc II.S.P. XIII, In oil for intra* 
muscular injection; in ampul:, of 1 cc. containing 1, 2, 5 nr 10 mg.: boxes of 3, 
6 and 50; and in niultiple-duse vials of 10 cc. containing 10, 25 or 50 mg. per cc.: 
boxes of 1 and 6 vials. 

niDLIOCilAPlIY: (1) Rulhfitarrf. R.N.: Am. J. ObM. A Cjncc. 51«S2. 19(6. (2) Mo^n. 
L. U'.: Am. J. Ob,t. & Cynre. 4>:630. I9K, 

CORPORATION-BLOOM FIELD, NEW JERSEY 

IN CANADA. SCnCRINC COR PO HAT ION LIMITED. MONTREAL 



minimal risk 

of salicylism! 

By synergistic enhancement of the therapeutic efficacy of 
the antirheumatic agents in Pabalate, a higher and 
adequate salicylate titer is achieved from smaller dosage. 
Thus, the usual danger of such distressing side 
actions as (a) visual and mental disturbance, 

(A) dizziness, (c) s%veating, {d) ringing in the 
ears, and (e) hyperpnea, following ordinary 
salicylate therapy, is now greatly minimized. 

Pabalate Tablets, furthermore, are coated to 
prevent gastric irritation and to assure 
maximal toleration and patient cooperation. 
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Lol3®nMf salicylate blood 
levels on salicylate 

dosage . . . 

“Dramatic and complete clinical response”' in 
rheumatic affections have been observed from a 
combination of para-aminobenzoic acid with 
salicylates. Recent studies have established 
para-aminobenzoic acid not only as an effective 
anti rheumatic, causing “fall in temperature 
and relief of the joint pains,"' but also as 
acting syncrgistically with the salicylates'’’ — 
increasing blood salicylate levels “two to five times’” 
by reducing the salicyl ion’s urinary excretion.’’’ 

Now, in the new Pabalate, Robins’ research makes 
this potent combination available for the management 
of the arthritides — with miiiimal risk of salicylismi 
Your pharmacist has it (or can secure it) 
for your prescription. 


I'''' 


REFERENCES: I. Roscnblum, H. and Fra$er, L. E. : Proc. Soc. Exper. 
niol. Mfd.. 65:178, i947. 2. Dry T. J. et al.: Proc. Staff Meetings, 

Mayo Clinic, 21 ^^97, 1946. 3. Belislc, M.: Union Med. Can'., 77:392, 1948. 
4. Dorfman, A. et al.: Proc. Soc. Exper. Biol. Med,, 64:357, 1947. 

A. H. ROBINS GO., INC. • RICHMOND 20, VA. 

EOiifal Pharmacfuticals 0 / Mrrit iince 1S7S 


USES: Rheumatoid arthritis; 
rheumatic fever; fibrositis; gout, 
osteo»arthritis. 

DOSAGE: Two to three enteric- 
coated tablets every three to four 
liours, without sodium bicarbonate. 


FORMULA: Each enteric- 
coated tablet contains Sodium 
Salicylate, U.S.P. (5 gr.}, 0.3 j 
Para-aminobenzoic Acid (as th 
sodium salt) (5 gr.), 0.3 gm. 

SUPPLIED: In bottles of 1( 
tablets. 


For Arthritic Affections 

PABALATE 




f JRpbinsy; 




MAXITATE® 

Tvith RHAMNOTIN 

Each lal/let crmtam*; 
*^Iaxitate SO rnr- 
Kutm 15 me- 

Ax^t^ri/le Acid 20 zne« 

MAXITATE® 

wth RHAMNOBARB 

Each tablet coTJta1xi»5 
*3Taxitate 30 
Kotin 15 

A*c*>rblr A ad 20 m^ 
JPbcnobarbital 15 mj^ 

•3/onnitof JJexanitrate 
StahUis4s<I by 
StroMmburgh Kciccrch 


Because they minimize blood pressure 
fluctuations due to environmental 
influences. . . and because they toughen capil- 
laries . . . ^L4XITAT£ M-ith RHA:\IX0TIN 
and ALAXITATE vith RKLiAEN'OBARB 
give the hj'pertensi've a continued 
sense of well-being. 

"Write today for literature and 
complimentary' sample of this latest 
Strasenburgh development. 


/^J^- STHASE.MIURGH (ycx 

FHAPMACevrtCAl CHEf-^ISTS SiHCB 1BB6 
FOCHES7EF NEV/ YORK 
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Chronic oslcomyelitis of 12 years' duration after 
compound fractures of leg. 14 surgical procedures 
failed to close the cavity. Pain and foul-smelling 
discharge caused patient to request amputation. 



Treatment with Cliloresium brought progressive 
closure of the cavity. Purulent drainage and odor 
stopped. Pinch grafts of granulation tissue at base 
M-ere successful and cavity closed completely. 


CHLOROPHYLL HEALED 

where other methods of treatment failed 


• The case sliown above is one of hundreds 
uliich resisted othermethods of treatment — until 
Chlorcsium therapeutic chlorophyll preparations 
were used. The puhlished record* shows that the 
great majority of them not only responded rupitVy 
to CliloresiuMi’s chlorophyll therapy, but healed 
ctnnplclely in a relatively short time. 

Faster healing of aaite cases 

Results with Chlorcsium in acute wounds and 
hums Itave been etjually dramatic. Faster hcah 
ing, less infection, less scar tissue formation have 
been oI>tuined. In addition, Chlorc.siuin provides 
(]uick deodorization of fouhsmclllng conditions. 

Thi-s new* approach to prompt, cffeclive heal* 
iiig is due to Chloresium's proved ability to 
stimulate normal cell growth. ^o\\\ far the first 
time, you can give positive help to tissue in re- 
pairing itself. 'JVy it on your most resistant ca.se 
— it is completely nontoxic, bland and soothing. 


Chloresium 

V i »»' orr 


Solution (Plain); Oinlinenl: Nasal and 
Aerosol Solutions 

Ethically promoted— of leading drugstores 


*BocnHE, C . }. 

Oowems. WABnra F, 

CAvr, )oA. Jl. anJ 
.Morcak. W. S. 

Jon'<50 '«. Harold M, 

LA.tGLcr. tr. D. »nit 
Morca:*. W. S. 

ItAfAKT. lUjVKr V. an 
Kreigfk. Ciiaki.fa I. 


The Traaiment of The lahef Clinic 
Chronic Lff Ulcera linlletin, 4:243 
(19 U.) 

Chli>rnTih>ll in Ainrr. J. Siirrn^T. 

W.>..n<i Ilealinr and LWIlIs.t? 

Siit>r»iralive DiwAKc (1917) 

Trraimeat of Amcr. J. Sueftry. 

Ciirnnir tllccra LXXV:4 (191H) 

with Chloniphj'U 

Dcrmalnlneic Arch. Dermal. A 

e»alualion... Syph. S7s.tW (I9W) 
Chlorophyll in the t'enn. .Meii. 

Treoimeni of JowmaLVoi. 51; 

DermairMco No. 1 (1918) 

111 Trealinentf>rtnle«iinal Ilev.CaRiroent 
I)i*ea*«a with m>l». of Vol. 15:.549 

w. a, Chl.in.phyH (1918) 


NEW — Chlorcsium Dental Ointment and 
Tooth Paste now make chlorophyll thcrapv 
available for the treatment of Vincent's infec- 
tions, gingivitis and other periodontal diseases. 


FREE-CLINICAL SAMPLES 


RYSTAN CO., INC. D.,„. pc-i 

7 K. MacOiwleii Mt. Vernon, N. Y. 

I Honl lo Iry ClilorcM.iiim on ra> infe-i reel»tant caw. 
rjeaw aend me, nlilifration, clinleal families 

and complete literature. 


Dr 

JJ.Irrt. 

fJiy S/aie. 
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A MEMBER 6f THE VITAMIN B COMPLEX 

OF GREAT THERAPEUTIC PROMISE 

T he availability of inositol, a member of the vitamin B complex, 
follows many years of intensive laboratory and clinical investi- 
gation. In the experimental animal inositol has been shown to be 
intimately concerned with fat and lipoid metabolism. It exerts a 
distinct lipotropic action on the liver and is capable of counteracting 
the influence of metabolic aberrations or of a disturbed dietary 
known to induce lipoid degeneration. Inositol also has. been shown 
to reduce the severity of or prevent the development of atheroscle- 
rosis in animals fed a high cholesterol diet. 

While the clinical applicability of inositol is not clearly defined 
at this writing, most of the investigators who hove worked with this 
substance are unanimous in the thought that it holds great promise, 
in the treatment of degenerative arterial processes, many hepatic 
disorders, and certain metabolic diseases. 

Inositol-C.S.C. is available in 0.5 Gm. capsules in bottles of 100. 
A complete review of the literature on inositol and dosage recom- 
mendations arising therefrom are available to physicians on request. 


CSC 


DIVISION OF COMMERCIAL SOLVENTS CORPORATION, 17 EAST 42ND STREET, NEW YORK 17, N, Y 


These are nutritional gaps in human milk 


. , . THEY CAN 
AND SHOULD BE 
CORRECTED 


Both human and cow’s milk fail to pro- 
vide sufficient amounts of practically 
all essential vitamin B factors for opti- 
mum nutrition in the average diet of 
early infancy. 

The gap (shown in gray) between 
optimal levels of these vitamins and 
the amounts supplied by human milk 
(shown in red) is illustrated in the chart 
to the right. While’s Multi-Beta Liquid 
isspecifically formulated tocorrect these 
*^iutritional gaps” in the infant diet. 


Level of safe daily allowances '''' I 







^ 


:.rg6^ 


..is 



/ (A* recommended by 

fhe Food end Nutritior 
Board of the Notronel 
Reieorch Council.) 


'Tt is . . . suggested that the diet of 
normal neonatal infants, as well as pre- 
matures, he supplemented by the addi- 
tion of B complex vitamins to both 
breast-fed and artifically-fcd infants' 
from the onset of feeding.” 

Kasdon, S. C. and Cornell, E. L.: Vita* 
min B Complex in Neonatal Feeding;, 

Am. )l Obs.& Gyn. 5C:253 (Nov.) 1948. 


While’s Multi-Bela Liquid, in a dos- 
age of five drops or more daily, raises 
the infant’s intake of all clinically im- 
portant vitamin B factors to adequate 
protective levels. Notably stable, non- 
alcoholic,' freely sofublc in milk mix- 
tures and orange juice. While Labora- 
tories, Inc., Pharmaceutical Manufac- 
turers, Newark 7, N. J. 


/./■■I. lyt'W 
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Multi-Beta Liquid 

ONE Of 'lifuli: iNTECRATED fEOlAtRIC VJTAMIN FORmi/Ms 



water miscible 
aii essential vitamins 
disperses quickly, completely 
readily absorbed 
pleasant flavor 
stable 
economical 
non-alcoholic 


MULTI-VI 

LIQUID 


One of 
White's 
INTEGRATED 
pediatric 
vitamin 
formulas 




'ia 




Now these advantages are all available to physicians in this 
single, pleasantly flavored, aqueous multiple-vitamin formula 
in “drop dosage” form. The vitamin D content is Vitamin D 3 
which, unlike viosterol, is chemically identical with the Vitamin 
D of cod liver oil. Provides average infant with adequate pro- 
tective amounts of all clinically important vitamins at a cost 
of about two cents per day. In bottles of 10 and 30 cc, 

V/HITE LABORATORIES, Int., Pharmatetrtital Alnnofactorers, Newark 7,N.J. 
FORMULAS Ecch 0«6 ee* eonfains: 

Vlfamin A 5000 U.S.P. units 

Vitamin D 3 1 000 U.S.P. units 

Thiamine Hydrochloride 1.0 milligram 

Riboflavin . . 0.4 milligrams 

Pyridoxine Hydrochloride 1.0 milligram 

Sodium Pantothenate 2.0 milligrams 

Nicotinamide ] q.O milligrams 

Ascorbic Acid. 50.0 milligrams 



The mark of f 

Better Instruments 
for Modern Surgery 

Today’s most brilliant surgical techniques stimulate the • - 

development of instrument progress. 

Sblars contribution to this constant progress of surgery 

is tvell e.vcmp!ified bj' the group of instrumenrs sbou-n 

here. Designed c.tprcss!y for tlte Cardiovascular field, they 

have vital functions that ordinary instruments cannot / 

perform with safety and efiidcncy. J 

Tliesc instruments arc ntade of the finest qualit)' American- Ijj 

Made stainless steel by J. SKLAR MANUFACTURING ^ 
COMI’ANY, the largest producers of stainless steel .surgical fH 
instruments. For die best, make sure the instruments >aju 
buy bear die sign.ature SKLar. /I//\ 




The ;oh/if Hopluii 
0<elud:/tgfaf<tpt, rtra.ght, 
ihown wirh rolchel loci 




LONG ISLAND CITY, N. Y. 





Tile Johrtt HfpJc/nt 
Poftj 


Instruments 
ilfustratecf used by 
Dr. Alfred Btalock 
and Associates 




£ THROUGH ACCICOITSO SURGICAL SUFRIY DISTRIBUTORS 



Orapeii-!250 


nioio' ^^Lfy^tSlAu to give 250,000 units of crystalline 
penicillin G (potassium salt) in one coated, pleasant-tasting, buffered 
tablet, if you specify the Schenley product. Ample evidence supports 
the value of the oral administration of penicillin when given in suffi- 
ciently high dosage. Clinical reports show that even serious infections due 
to penicillin-sensitive organisms— such as acute respiratory illness,^’*’^’'* 
impetigo,^ gonorrhea,® and rheumatic fever (prophylaxis)®— can be 
treated effectively by this convenient, painless method of administration. 


OKAPEX IS UXIQIJE 

A special coating completely 
masks the taste of penicillin. 
Orapen is stable at ordinary 
room temperatures, elimina - 
ine necessity for refrigeration. 


BEFEBEXCES: 

1. J.Pediat. 32:1 (1948). 

2. Am. J. M. Sc. 213:513 

(1947). 

3. J.Pediat. 32:119 (1948). 

4. New England J. Med. 

2-36:817 (1947). 

. 5. New York State J. Med. 
48:517 (1948)., 

6. Lancet 1:255 (1947). . 


0rapen>250 

Orapen-100 • 0rapen-50 

[penicillin tablets schenley] 

Each containing 250,000, 100.000, or 
50,000 units of Penicillin Crj’slallinc G, 
buffered with calcium carbonate. ' 


OBAPEX-250S 

Available in bottles of 10 and 50. 
OnAPEX-IOO: 

Available in bottles of 12 and 100. 

on APEX-50; 

Available in bottles of 12 and 100. 
SCHENLEY LABORATOBIES, INC. 

350 FIFTH AVENUE • NEIV YORK 1, NEW YORK 


0Sthcnlcy Inc. 



CHECK 

LIST 


for choke of 
a laxative 


Phospho- type of 


Soda 

JfUlT) 


ACTION 


Prompl odion 
Thorough ortion 
Genlle colon 


SIDE 

EFFECTS 

y' free from 

Mu<o{o! Irritotlon 

y' Absence of Con* 
sKpotlon Ktbotffld 

Ko Oovclopmenl 
of Toleroflte 

Safe from ExcessWo 
Dehydration 

y' Ho Disturbance of 
Absorption of 
Kutrltire Elements 

y' Cooses no 

PelWcCortgestroff 

^ Ho Polienl 
Oiscomforl 

^ Honhabituoting 

j/ free from 

Cumulative EReOs 



adminis- 

tration 

y' flexible Dosoge 
y Uniform Potency 
y Pleasant Tostc 


I t 
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JLn a recent coast-to-coast 
test, hundreds of men and 
women smoked Camels — 
and only Camels — for 30 
consecutive days. These 
people smoked on the aver- 
age of one to tAco packs a 
day. Each week, during the 
entire test period, throat 
specialists examined these 
Camel smokers. A total of 
2470 careful examinations 
Acere made. The doctors 
Acho made the throat exam- 
inations of these Camel 
smokers reported: 

“NOT ONE 
SINGLE CASE OF 
THROAT IRRITATION 
due to smoking 


According fo a 

//adomoide suro^-. 


More Doctors 

SMOKE Camels 

tkan ang other cigarette 

Doctor* smoke for pleasure, too! And when three leading independent 
research organizations asked 113397 donors what cigarette the}- smoked, 
the brand named roost was Camel! 




Smoke Camels and leit them in your 
t)yrn “T'Zone” — T for latlr, T for 
throat. If, ai any lime, you arc not 
consinced that Camelf are the mildcil 
ciBarelle you hare ever smoked, re- 
turn Ihe package srilh Ihc unused 
Camels and vrr. sriJI refund it# full 
purchate price, plus postage. iSiirnedJ 
R. i. Reynolds Tobacco Company, 
XTinston-Salem, North Carolina. 
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Even Truer Today! 


T he test of time has proved the truth of 
the statement made by Sir Thomas 
Lewis more than a quarter-century ago. 
Today no heart examination can be con- 
sidered complete without the Electro- 
cardiogram. 

Much of the steady development in im- 
portance of the science of Electrocardi- 
ography during this period may well be 



THE “SIMPLI-tROl" PORIABIE MOOEl 


. . . for use in private practice, is contained in one case, 
8* X 10" * 19", and weighs only 30 lbs. Mobile and 
Research Models for Hospital use are also available. Line 
operation from any electric outlet eliminates battery 
nuisance. All models may be arranged to record heart 
sounds, pulse, and electrocardiogram simultaneously. 


attributed to the accuracy of the records 
made available by the CAMBRIDGE. 
From the very beginning the accuracy 
of Cambridge records has been unques- 
tioned . . . they are the accepted standard 
of comparison everywhere. 

The discriminating Cardiologist appre- 
ciates the dependability, simplicity and 
convenience of operation, ruggedness and 
longlife of the Cambridge Electrocardio- 
graph. To him these are plus values, 
however. He selects the CAMBRIDGE 
because of its inherent and continuing 
accuracy. You also. Doctor, can afford 
no less . . . nor can you buy more. 

Send for descriptive literature 

CAMBRIDGE INSTRUMENT CO., INC. 
3757 Grand Central Terminal 
New York 17 

Chicago 12, 2400 W, Madison St. 
Philadelphio 4, 135 S. 36th St, 

Clevelond 15, 1720 Euclid Ave. 

Pioneer Monufoelorers of the Electrocordiogroph 


CAMBRIDGE AlSO MAKES EIECTROKVMOGRAPHS. 

piethsymographs, amplifying stethoscopes. 

RESEARCH pH METERS, BLOOD PRESSURE RECORDERS, 
INSTRUMENTS FOR MEASURING RADIOACTIVITY. ETC. 


CAMBRIDGE 

oH-e(ectrie 

ELECTROCARDIOGRAPH 



ACTIVE INGREDIENTS 
Zinc Chloride - Menfhol 
Formoldehyde - Saccharine 
Oil Cinnamon - Oil Cloves 
Alcohol 5% 



f DOCTOR... 


Lavoris coagulates^ 
detaches and removes 
germ-laden debris, 
leaving tissues 
cleansed, refreshed , 
and invigorated. 









OCRH harboring film from mouth ANO TWRO 


THE LAVORIS COMPANY • MINNEAPOLIS 1, MINN. 



Publisher's Authorized Binding 

Postgraduate Medicine 



$ 3.50 

PER VOLUME 


Beautifully Bound in Best Grade Buckram 
Your Name on Front Cover 

Special arrangements have been made by the publishers of Postgraduate Medi* 
cine whereby subscribers can have their copies economically bound to the publishers' 
specifications. 

You can have your issues of Postgraduate Medicine bound in the best grade of 
navy blue buckram with your name Imprinted in gold on the front cover. 

These personalized and beautifully bound books, distinctively designed, will be 
a constant source of reference ond will prove an asset to your library. 

Volumes are bound in groups of six, January fo June inclusive, and July fo 
December inclusive, two volumes eoch year. 

Your bound volumes will be returned— transportation PREPAID. Ship journols 
express prepaid or parcel post, with check payable to 

POSTGRADUATE MEDICINE 

Official Journal of the Interstate Posfgraduale Medical Associotion 
ESSEX BUILDING MINNEAPOLIS 3, MINN. 
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Tlic dangerous consequences of over. digitalization can now Ik; min* 
iinized with Digoxin, a crystalline glycoside of Digitalis 
lanalQ. Since Digoxin is rapidly eliminated or destroyed, tho toxic 
effects of any possible over^dosage arc of short duration. Unlike 
digitalis leaf or other slowly eliminated digitalis drugs, the toxic effects 
of which may persist for several days, the rapid elimination 
of Digoxin reduces to a few hours the effects of excess dosage. This rapid 
destruction does not, however, adversely alTccl the therapeutic action 
of Digoxin because the effect of a single daily 
dose is sufficiently sustained to maintain most 
patients on on even level of digitalization. 


Possessing all the therapeutic virtues of digitalis 
leaf, Digoxin offers the additional advantages of 
(1) accurate and easy control, (2) minimized 
local gastric irritation, (3) prompt and uniform 
absorption, (4) rapid elimination. 

DIGOXIN 

a cry-slaUine glycoside of Digitalis lanata 
BURROUGHS WELLCOME t CO. (U.S.A.) fNC.TUCKAHOE % N. Y. 


overog* cfoso 

Orol DIoltollioilBni 0.73 ta 1 J 
follewtd ol 6>hour Inlarvoli vtiS 
furlh*r datitQro.SS mom. 
vnlll tU d»tlr«d •ff«i U oblolntd. 
tntrovxioui Olgltollioiteni 
0.75 to 1.0 mgm. lo o ilngl* doi* 
foltowtd Ir» 6 howr> by 
0-25 to OJ mgm. If n«c*i«ary, 

MolnUnonto -ofol of inlrovonovit 
0.25 to QJi rngm. dolly, 
to m««| indlvlduol n«»di. 

Ofol RropOfoUentt •TohUt.i* 
Dlgosln, 0.25 mgm. (gr. 1/260 
opproK.) Bonitt of 25. tOO ond 500. 
for fntfovtneui Ui.j 'Wollfom#'* 
brond Dlgexln 

OJ rogm.(of.l/i3Qopp,„,)|rt 1 ee. 
fto«#» of 12of»d100ompv1i. 

•formerly 'Hypoleld'broft<f 




description 


Quarter-sected tablets, 
each containing 
Hyoscyamine HBr, 0.4507 mg., 
Atropine sulfate, 0.0372 mg., 
Scopolamine HBr, 0.0119 mg. 


indication 




Relieves or diminishes tremori 
rigidity, sialorrhea, torsion \ 
spasms and other symptoms of\ 
parkinsonism or paralysis agitaijs. 


Symptomatic treatment 
of postencephalitic or 
arteriosclerotic parkin- 
sonism. Precise formula 
and pure ingredients 
make dosage easy to 
control. Dose must be 
determined separately for 
each individual case. 

Supplied: Bottles of 100 
and 1,000 tablets. 
Sharp & Dolinic. 
Philadelphia 1. Pa. 


J ! 'JH 



rSHARP^ 

‘^DOHMEi 







Today, tbcrc is a weaUli of clinical evidence supporting 
the use of Mconinc as a supplement to the protein-rich 
diet usually prescribed for liver damage associated tvith 
maliiutrilion, pregnancy, allergy, certain clicmical poi- 
sons, and alcoholism. 

Typical of this evidence is a paper* in which the authors 
reported that, in cirrhosis patients receiving methionine 
supplement, regeneration of the liver parenchyma 
residted, irrespective of the amount of protein and 
vitamins in the diet. 

Literature on request. Mconine is supplied in 0.5 gram 



